
RARY 



REPORT 


League of Nations Regional Health 
Conference at Cape Town, 

- .South Africa 

. 'November IS— 25, 1932 / 


Major-General J. D. GRAHAM, C.B., C.I.E., K.H.S., 

' H . t 

Pahhc Health Comment oner with the Government of u IntJia, 
and Delegate for Brltieh India. 


> CALCUTTA 

GOVERNMENT/ OP INDIA PRESS 
M933 



CONTENTS. 


Page. 


'List of "Delegates 1 

.Agenda 8 

♦Committees 6 

’Programme of Conference Work 7 

"Preamble . , • 10 

" Yellow Fever 13 

(i) JDr. Sawyer’s memorandum . . . .' . • .14 

(ii) Dr. Duff's memorandum . . . - 25 

(iii) Final Report of Conference . . ... • • .41 

Plague " • 58 

Small-pox 62 

"Leprosy _ ( . . .70 

Rural Hygiene . . . . 1 . . . . .72 

Dengue • ' • . .72 

•Comments 74 


(Complete list of Appendices 1 to 32 (sec Note *). 

Atpenuix 4. — Rockefeller Commission Schedule for blood examination . 
„ 6. — Note on discussions on the Air Snnitnry Convention by 

1 -Sir Geo. Buchanan 


17 

77 

77 

77 

77 

77 

77 

77 

77 

77 

77 


8. — Aerodrome map and schedule 

10. — Report of discussions on Dr. Sawyer's memorandum 

11. — Report of discussion of Sir Geo. Buclianpn’s, expose on 

. , the Air Sanitary Convention . . 

"12. — Report of discussion on Dr. Duff’s memorandum . 

20. — Final Report on Plague by Dr. Leo (Rapporteur) adopt- 

ed by Conference 

21. — Leprosy in the Union of South Africa by Dr. -Willmot, 

Assistant Health Officer of Union . . ." . 

22. — Report by Sub-Committee on Leprosy as adopted by tlie 

• Conference . 

» s 

23. — Memorandum for discussion by Sub-committee on Small- 

pox by Dr. Scott (Rapporteur) 

25. — Memorandum on Precautions against Small-pox at tlie 
Port of Durban by Dr. Park Ross . 

30. — Report by the Sub-committee on Rural ^Hygiene as 

adopted by tlie Conference 

31. — Roport of the Dengue Sub-committee as adopted by 

the Conference 


■ i 

70 

82 
85.' 
88 ' 

.02 

04 * 

07 

10 ! 

104 

106 

308 

V 

113 

117 


32. — Resolutions 


l 


* Note. — Appendices in original are retained in office of Public Health 
•Commissioner. Certain of these which aro of great importance to Govern- 
ment of India are 'reproduced either in the body of the Report or in the 
'.’Appendix for easy reference. 




REGIONAL HEALTH CONFERENCE- 
LEAGUE OF NATIONS. 

CAPE TOWN— NOVEMBER, 1932. 


LIST OF DELEGATES. 


Full Kamo and Qualifications. 

Official Position. 

Country Represented. 

Buchanan, Sir George Seaton, 
C.B., M.D., F.R.C.P. 

Senior Medical- Officer, 

Ministry of Health, White- 
hall, London ; Vice-Presi- 
dent, Health Committee, 
League of Nations; Presi- 
dent, Offieo International 
d’Hygione Publique, Paris. 

League of Nations. 

Thrtmton, Col. Sir Edward N., 

K. B.E., V.B., M.R.C.S. (Eng.), 

L. R.C.P. (Lond.), D.P.H. 
(Comb.). 

Seoretnry for Public Health 
and Chiof Health Officer. 

Union of South: 
Africa. 

Fork, Charles Leslie, H.D., 
D.P.H. 

Bircotor, Eastern Bureau, 
League of Nations, Singa- 
pore. * , 

League of Nations- 

Graham, Gen. James Brum, 
mond, C.B., C.I.E., K.H.S., 
I.M.S., M.B., B.T.M. & 

XT., etc. t 

Pablio Health Commissioner 
with the Government of 
India. 

British India. . . 

Sawyer, W. A., M.D. . . 

Associate 'Director, Inter- 
national Health Division, 
Rockefeller Foundation, 
Novr York. 

Rockefeller Founda- 
, tion. 

1 *1 ■ 

Hinsbcook, Frank, C. S., B.A. 
(Capo), M.B., Cli.B., D.P.H. 
(L’pool). 

Medical Officer to the Ad- 
ministration. 

Mandated Territory 
of South West 
- Africa. 

Johnson, W. B., F.R.O.S., M.B„ 
B.S. 

Director of Medical and 
Sanitary Service. 

Nigeria, West Africa. 

* 

. Willmot, Col. F. C., M.D., 
;■ D.P.H. 

Senior Assistant Health 
Officer. 

Union of South! 
Africa. . , 

Maclennan, Norman Mae- 
phcrson.M.D., D.P.H., D.T.il. 

• & H. 

Ag. D. D. S. S., Northern 
Rhodesia. 

Northern Rhodesia. 

Morris, Riohard Murohison, 
M.D., B.P.H., D.T.M. & H. 

Government Medical Officer, 
Southern . Rhodesian 

Medical Service. 

Southern Rhodesia- 

Buff, David. M.D., D.P.H. 

D.M.S.S., Gold Coast . 

Gold Coast. 






2 


Full Name and Qualifications. 

Official Position. 

Country Represented. 

Gilks, John Langton, F.R.C.S. 
(Ed.), Jl.R.C.P. (Enq.), 

L.R.C.P. (Lend.) 

D. 31. S. S., Kenya Colony 
and Protectorate. 

Kenya. 


Lee, S. W. T. ... 

Senior Health Officer . 

Uganda. . 


Damns Morn, Col. A., jVI.D. 

D. 31. S. S., Angola _ . 

Angola. 


dcSouzaj Jacinto, M.D. . 

Director of Control Labofo- 
tory. 

3Iocambiquc. 


Dyke, Hamilton William, 3I.B. . 

Principal Medical Officer 

Beohuanaland 

tectorate. 

Pro- 

•dTOMdaeiss., / L/v: J 

M.D., Sl.R.C.S., etc*, LL.D. 
(Hon.). 

Central Mining Rand Mines, 
Johannesburg ; Lecturer in 
Tropical Medicine, Upiv. of 
the Witwaterarand. 

TJmnn. at 
Africa. 

Smith, 

Park Boss, George Archibald, 
M.D. (Edin.), D.P.H. 

Senior Assistant Health 
Officer. 

Union of 
Africa. 

South 

Scott, Balph Roylance, M.C., 
M.B., B.S. (Durh.), M.U.O.S., 
L.R.C.P., D.P.H. 

Senior Health Officer . 

Tanganyika 

tory. 

Toni- 

duToit, Petrus Johann, B.A., 
Ph.D., D.So., Dr. Jlcd. Vet. 

Director of Veterinary Ser- 
vices 

Union of 
Africa. 

South 

Smith, William Harden, B.A., 
M.B., B.Ch., B.A.O., D.P.H., 
D.T.M., L.M. 

Health Officer . . 

Zanzibar. 


Hattie, Harold Bundle Fitz, 
M.R.C.S. (Eng.), L.R.C.P. 

(Lond.). 

Principal Medical Offiror . 

« 

Basutoland. 





3 


AGENDA FOR THE CONFERENCE. 

1st Plenary Session — 15th November, 1932. 

The Secretary for Public Health, Union of South Africa, tem- 
porarily took the Chair. 

I. Election of — 

(1) Chairman of Conference. 

(2) Deputy Chairman of Conference. 

II. Address by Chairman. 

III. Announcement of invitations to various functions. 

IV. Announcement of arrangements for secretarial work and pro- 

posals for supplying information to the Press. 

V. Adoption of Order of Business of Conference — 

For con sidcrahandn Plenary Session : — 

(1) Transmission of Yellow Fever: 

(o) Statement of present knowledge of epidemiology, in- 
cluding information regarding the delimitation of 
endemic areas, by Dr. W. A. Sawyer. 

The Chairman will invite questions by dele- 
gates on matters arising from the statement. 

(b) Statement of principles of Draft Convention for the 

Sanitary Control of Aircraft, by Sir George 
Buchanan. 

The Chairman, will invite questions by dele- 
gates on matters arising from the statement. 

(c) Statement by existing and projected air-routes. 

Any supplementary information known to Dele- 
gates. . ' - 

(d) Information from Delegates of each countiy repre- 

sented as to measures now applied or proposed to 
be taken — particularly in relation to the preven- 
tion of the transmission of Yellow Fever by air- 
craft — by : 

(i) The Governments of countries in which 
Yellow Fever is endemic; 

(ii) The Governments of countries which are in- 
fectible by Yellow Fever. 

(e) General discussion of matters arising, from the above 

statements. 

(2) Other diseases that might be transmitted by aircraft : 

(a) Human diseases (Plague, Cholera, Typhus and 
' Small-pox) and measures proposed to be taken' 
under the Draft .Convention. 
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(&) Animal diseases— statement to be submitted by tbe 
Ihrecior of Veterinary Services for tbe Union of 
•South Africa. 


(a) Statement of position in regal'd to, and methods 
employed to combat. Plague in- - 

(i) Union of South Africa and Mandated Territory 
of South-West Africa; 

(ii) Angola; 

(iii) Kenya; 

(iv) Uganda; 

(v) Bechuanaland Protectorate 

(vi) Other African countries. 


(6) General discussion on these statements. 

(4) Any other subject desired by Delegates. 

For preliminary consideration in Committee : — 

(1) The adoption of unifonn regulations for the prevention 

r ci 6 introduction into Southern and Eastern Africa 
of Small-pox from India. 

(2) The ratification by the interested countries of the 

Dengue Fever Convention. 

(3) The control of Leprosy in Africa (with special reference 

to the Manila and Bangkok Conferences on Leprosy). 

(4) The provision of rural health and medical services in 

Africa, particularly in Native areas. 


VT. Appointment of Committees — 

(1) Bureau of Conference — consisting of ' 

• ■ " The Chairman, Deputy Chairman, General Secretary, 

, supplemented by the Rapporteurs for the framing of 
reports and resolutions. 

(2) Yellow Fever Committee. 

Appointment of Rapporteur. ■ " 

(3) Plague Committee. 

Appointment of Rapporteur. 

{4) Small-pox Committee. 

Appointment of Rapporteur. 

Constitution : Delegates from the countries actually con- 
cerned, namely — Kenya, Zanzibar, Tanganyika? 
Portuguese East Africa, India, and the Union of 
South Africa. 

(5) Dengue Fever Committee. 

Appointment of Rapporteur. 
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Constitution: Delegates from the countries interested, 
namely — Kenya, Zanzibar, Tanganjdka, Portuguese 
East Africa, and the Union of South Africa. 

(6) Leprosy Committee. 

Appointment of Rapporteur. 

Constitution: Delegates from Basutoland, Southern. > 
Rhodesia, Northern Rhodesia, British Indin, Union 
of South Africa, Uganda, and Nigeria. 

(7) Rural Hygiene Committee. 

Appointment of Rapporteur. 

Constitution: Delegates from Beclmanaland, Southern 
Rhodesia, Angola, Uganda, British India, Gold 
Coast, Portuguese East Africa, Kenya, Tanganyika,, 
and the Union of South Africa. 

Subjects to be considered outside thc'Confcrcncc : — 

(1) Questions on medical degrees and qualifications in the- 

Union. 

(2) Medical inspection of passengers from -East Africa and 

South Africa before embarkation for India. 

(3) Eumigation of ships. Certain aspects of the traffic 

between Bombay and the Union. 
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hwcsthttion of roMMnri:i:s. 

J) .Nr JI.ji.t: 

Hi. Dili s (rlihtmnti). 

Dr. Smith. 

Dr. «!•' 

Ih'imra! lirr.hani. 

Dr. P.t»S. Du-'. 

Dr. St iitf t H<ip|)nrt><ur). 

(CM fhrffur: 

Dr. <i>H. * ((’hisiir.ia!!). 

Dr. Smith. 

Dr. Sf<iD. 

Dr. th' Son-a. 

Dr. l’.nh INr* (D:ip|mrtt'»r), 

(H) f.fj’ 

(ti'jur.il (tf.ihflm (rhstrnsati). 

Dr. Xatth*. 

Dr. Mm-lrmmn. 

Dr. Morris 
Dr. F.rr. 

Dr. .Msiwm. 

Dr. Willtimt (lt»pp»ttru:). 

( 4 ) Rural Jlt/mcnr; 

(m-im'mI Giaham (Olmirunn). 

Dr. Danins Mora. 

Dr. «lr Soma. 

Dr. irnniilton Dyl.o. 

Dr. Dufi. 

Dr. Gilfe*. 

Dr. Oronnlrin (llftppnrtpur). 



PROGRAMME OP CONFERENCE WORK. 

Tuesday, Nov. 15th — 

Forenoon. — Formal opening hy Administrator of Cape Province. 

Afternoon. — Plenary session. Election of Chairman, Vice-Chair- 
man ; constitution of Sub-committees and election 
of Chairman and Rapporteurs; adoption of provi- 
sional agenda; procedure; order, of business; first 
' meetings of Sub-Committees to , elect Chairmen 
and to arrange business. 

* t » 

Wednesday, Nov. 16th — 

Forenoon. — Plenary session, t 

Yellow- fever paper by Dr. Sawyer; questions on this 
and Dr. Sawyer’s answers. 

Afternoon. — Plenary session. 

Aerial Sanitary Convention and its provision for 
( Yellow Fever by Sir G. Buchanan; documenta- 
, tion, questions regarding this document and its 

implications, and Sir G. Buchanan’s replies. 
Thursday, Nov. 17tli — 

Forenoon. — Plenary session. > 

‘ (i) A further statement by Sir G. Buchanan, at 
my instigation, on the ** spirit ” of the Con- 
vention in view of his remarks on November 
16th. 

(ii) Paper on Yellow Fever in Gold Coast hy Dr. 
Duff. Questions and answers by Dr. Duff. 

(iii) Special remarks by Dr. Johnson on (ii) and 

emphasising certain points. Comments. 

(iv) Statements by all the delegates in turn regard- 

ing yellow fever. 

Afternoon. — Sub-committee. 

Sub-committee on Rural Hygiene (2nd meeting). 

Friday, Nov. 18th — 

Forenoon. — Plenary session. 

(i) Note on veterinary aspects of yellow fever work 

by Dr. du Toit. [ 1 ' 

(ii) General Graham’s remarks regarding India’s 

position on yellow fever. 

(iii) General discussion on yellow fever continued. 

At* • * 

Afternoon. — Sub-committee. 

Sub-Committee on Rural Hygiene (3rd meeting). 
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Kalnnlny, N7«v. Ipf|,_ 

/ orrnnon. — S lib-mm,,, i tt »•<*. 

Suf»*rohunitti*c on Iii-jiUhv {2ml tru'ding). 

-Monday. Xov, 21*1— 

/ - Plenary 

(i) Pint'll** in l-itioti of Smith Africa. Papers !>v 

•Sir K. Tl«**rnlm am! bv Dr. IU-inWci:, 

(ii) Plague it, Angola. Dr. Mum's paper on 

Angola Plngta*. 

fiti) Statement* I«y nil the A frit an in turn, 

(» v > I i'lierul tii-Mi|.Mun in which General Graham 
pav*« in, regarding Indian plague: 

questions. e 

A fie rnotm, — Stih-eoinmitt 

fi) Small-pox (2m! meeting). 

(ii) Dengue {2ml meeting). 

Tuesday, Nov. 22ml — 

/ orra/j«», — Sub-i omimHoe*. 

(i) Dural Hyp if nr (<J(h Hireling). 

(ii) Sinall-po?: (flrd meeting). 

Afternoon, — Sub-rouimitt'***. 

(i) Medical quuliflcatimm dicru-sion {ftr-Oonfer- 

<‘ii <'(*). 

(ii) ITOX defatting demonstration. 

Wed nr «.(lay, Xov. 2'tul — 

Forenoon. — Nub-committees. 

(i) leprosy (3rd meeting). 

(ii) Small-pox (-lih meeting). 

Afternoon — Plenary sc-iinii ; 

(i) Dural ITygiene Sub-committee report sub- 
mitted. 

(ii) Small-pox Ruli-comnuttee report submitted. 
Thursday, Nov. 2dth — 

Forenoon . — Plenary session. 

(i) Yellow fever report submitted. 

(ii) Plague. 

(iii) Small-pox Suit-committee report submitted. 
'Afternoon. — Leprosy Sub-committee (‘1th meoting). 

Discussion (er-Conferonre) on Fumigation and medi- 
cal examination of passengers as between British 
India and the Union. 
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Friday, Nov. 25th — 

Forenoon . — Plenary session. 

(i) Plague sub-committee -report submitted. 

(ii) Leprosy sub-committee report submitted. 

(iii) Dengue sub-committee Teport submitted. 

I circulated my two Memos, regarding Fumiga- 
tion and regarding Examination of Passengers to 
all concerned. 

• i 

'Afternoon . — Plenary session. 

(i) Plague sub-committee report amendments. 

(ii) -Miscellaneous resolutions. 

(iii) Preamble. 

(iv) Thanks and closing of Conference. 



10 


LEAGUE OF NATIONS— HEALTH ORGANISATION. 

International Conference of Medical Representatives oE 
the Health Services of certain African Territories, 
and British India— Held at Cape Town 
on 15th November 1932. 


PREAMBLE. 

Early in 1932 the Medical Director received a commu- 
nication from the Secretary for Public Health and Chief Health 
Officer of the Union Health Department of South Africa, recalling 
a proposal which had been made at the sixteenth session (October, 
1930) of the Health Organisation and the Public Health Adminis- 
trations of African countries. In this communication it was ex- 
plained that there were a number of questions relating to public 
health administration and protection against epidemic diseases on 
which the Health Department of the Union considered it important 
to hold a Conference with other Administrations. Before taking- 
up this question, however, with the African and other Administra- 
tions concerned, he desired to Imow whether the League of Nations 
Health Organisation would call the Conference and be represented 
at it. 

This communication, with other relevant information, was con- 
sidered by the Bureau of the Health Committee which met in Paris 
in May last, when it was decided that the request should be agreed 
to. It was subsequently settled to hold the Conference in Cape 
Town on 15th November and accordingly invitations were issued to 
the Governments of a large number of African countries, to the 
Government of British India as well as to the Rockefeller Founda- 
tion, to be represented. 

The Bureau, with the subsequent assent of the Health Committee 
at its nineteenth session at Geneva, in October 1932 (Official Minutes, 

C. 725, M. 344, 1932), nominated Sir George Buchanan to represent 
that Committee at the Conference, and Dr. C. L. Park, Director, 
Eastern Bureau at Singapore, to he its General Secretary. Sir 
George Buchanan, by request, submitted at that session a report 
upon the scheme of the Conference, the circumstances which had 
led up to it, and the position which it seemed desirable that the- 
representative of the Health Committee should adopt in regard to 
the questions to he discussed. This statement (C. H.JU07. App. 
No. I) which had previously been agreed with the President of the- 
Office of International d’Hygiene Publique in respect of the ques- 
tions with which that body was concerned, was approved by the* _ 
Health Committee and also communicated, for information, to the-* 
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Permanent Committee of tlmt Office at the session which imine- 
-diately followed that of the Health Committee. 

In accordance with instructions received under India Office, 
E. and 0. Department, letter Ho. 6693/1932, dated 15th October 
1932, and the High Commissioner for India, letter Ho. K. G. 121- 
1-144, dated 18th October 1932, I left the autumn session of the 
"Office International d’Hygiene Publique in Paris on October 26th, 
crossed to London, left London on October 28th and embarked on 
the S.S. “ Balmoral Castle ” at Southampton on the same date en 
route to Cape Town to attend, as delegate of the Government of 
British India, the Regional Health Conference which had been 
-convened by the League of Hations at the instance of the Govern- 
ment of the Union of South Africa on November 15th. 

The objects of this Conference, as proposed by the Government 
of the Union, were “ to discuss the prevention of Yellow Fever in 
Africa in connection with the draft International Convention for 
,the Sanitary Control of Aerial Navigation, the adoption of uniform 
regulations for the prevention of the spread of small-pox from India, 
•and to study problems arising out of the continuous prevalence of 
plijgue in certain areas of South Africa, as well as those relating 
to the organisation of rural medical health services 

I was accompanied on the S.S. “ Balmoral Castle ” by Sir Geo. 
Buchanan, Kt., C.B., of the Ministry of Health, who was repre- 
senting the League of Nations, by Dr. Wilbur Sawyer, Associate' 
Director of the International Division of the Rockefeller Foundation 
of New York, who had been specially invited in view of kiB intimate 
•association with the Foundation’s work on Yellow Fever in West 
Africa and America, and by Dr. Duff, Principal Medical Officer of 
the Gold Coast. We arrived at Cape Town on 14th November, 
were installed with the other delegates for the period of the Con- 
ference at Mount Nelson Hotel, as guests of the South African 
Government, and commenced the work of the Conference next, 
•day (15th November). 

The Conference was opened at 11 a.m. on November '15th, in the 
House of Assembly, Parliament Street, by the Hon’ble J. H. 
jConradie, Administrator of the Cape Province, who took the chair 
in the absence of the Minister of Public Health, and was supported 
by His Worship the Mayor of Cape Town. The Press and members 
of the public attended including the Yice-Chancellor of the Uni- 
versity of Cape Town, the Bishop and Dr. Mitchell, former Secretary 
to the Union Health Department, After a roll call of the delegates, — 
22 in' all, — the Chairman welcomed them on behalf of the Govern- 
ment of the Union of South Africa as did also His Worship the 
"Mayor of Cape Town. The Hon’ble Mr. Conradie, referring to 
the representative personnel of the delegates, said the Conference 
realised the wish of the Union for greater co-operation "between the 
health organisations of the League and the public health adminis- 
trations of Africa in the combating and control of diseases of vital 
interest to the various countries, particularly when regard was had- 
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to (lie possibilities of infer! ion spreading through modem methods 
of transport. ITe paid a tubule to the work n! irmly accomplished 
hy the Health See l ion of tin* 1 e-ague in effecting international co- 
operation ill health matter*', nnd hr felt that this Conference would 
mark another important step forward. 

The (tenoral Secretary (Hr. 1’arfc, Director of the League of 
Nation* Bureau, Singapore) icpliml mi helmlf of (he l.eaguo of’ 
Nations and the followin'' delegate* then spoke hy iemie<,l : Sir fi. 
Hiiolmnnn as representing the Health Committee of tlie League of 
Nations; l)r. Damns Mora a-* icpro-enting Portugal; Dr. Duff as 
representing ’West Afriran Colonies; Dr. Bilks as representing Cen- 
tral and East Afiieim Colonies; Dr. Sawyer ns representing flic 
Hooke feller Foundation of New York; and Major -Benernl .7. I). 
Ornhniu ns repre-enting British India. 

The Conferenee was thereafter adjourned till 2-30 i*.m. 

The 22 delegates nttemling represented League of Nations; 
Hoelcefeller Foundation; HittMi India; Angola (Portuguese West 
Afrirn): Mneamliique (Portuguese Fast Africa): Kenya; Uganda ; ' 
Zanzibar; Tanganyika; Beeliuannland in Swaziland; Basutoland ; 
Southern Hhodesia; Northern Illiodesia; Nigeria; (told Cost, South 
West Africa: Union of South Aft ion (riVfr list attnehed, page 1). 

Provisional agenda had lieen drawn up (ridr page <’t) and wore 
considered at tie* first meeting on the afternoon of November 15tlr 
nt which Sir Ben. Buchanan was unanimously elected Chuitmnn of 
the Conference ami Sir Edwin d Tliornfon, Deputy Chairman. The 
Chniimau addressed the delegates generally dealing with the rniton 
(Vitrc of the Conference, its being convened hy the League and (he 
meaning of this, the idle of the League in tegard to such a Con- 
ference, the document at ion which would he available and the new 
Aerial Sanitary Convention of 1 Pit?. Tie then dealt with procedure 
and language in regard to the work of the Conference; its Secre- 
tariat ; the older of business, which was adopted ns published in the 
provisional agenda reform! to; nnd contact with the press. 

Four Sub-Committees on Small-pox, Leprosy, Bural Hygiene 
nnd Dengue were constituted {rule page 0). T was a member of 
the first (luce nnd was elected Chairman of those on Leprosy and 
Bural Hygiene. A piogramme of work was formulated '(vide 
page 7). 

Tt was agreed that tin* Conferenee should meet from 9-30 ter 
12— lo and from 2-30 to (1 p.jt,; that ft summary of the work of the 
plenary sessions should he issurd from time to time; that Suh-Com- 
miltees should not report individual views in their discussions but' 
present a report to the plenary conferenee : that periodical statements 
should be prepared for the press; (lint yellow fever should be consi- 
dered first in tbo plenary Conferenee, followed by other diseases 
likely to bo carried l>y aircraft, and hv the reports of the Rub-Com- 
niittecs. It was agreed to allow all delegates interested to nttend 
any of the Sub-Committees and selected Medical Officers of Health 
to attend ns observers; also that certain specific questions regarding* 
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matters which had arisen between Government of India and the* 
Union and the East African Colonies bo considered outside the 
Conference at a favourable opportunity, e.g., fumigation and ex- 
amination of deck passengers lor India in the Union. 

The Committees then met and elected Chairmen and the follow- 
ing Rapporteurs : for Yellow Fever (Dr. Johnson, Nigeria); for 
Plague {Dr. Lee, Uganda); for Small-pox (Dr. Scott, Dar-es- 
Salnam) ; for Dengue (Dr. Ross, Durban) ; for Leprosy (Dr. Willmot, 
Union); for Rural Hygiene (Dr. Orenstein, Johannesburg). I was 
elected Chairman of the Leprosy and Rural Ilygicnc Committee'; 
[vide page 6). 

YELLOW FEVER. 

Wednesday, 16th November. 

This was considered by the Plenary Conference on 16th, 17lh,. 
18th and 24th November. 

, The Conference opened by henring prepared statements on the* 
transmission of yellow fever. * The first of these was by Dr. Snwyei, 
who, ns former Director of the Yellow Fever Commission of the- 
International Division of the Rockefeller Foundation at Lagos in 
West Africa for several years and ns Director of the Yellow Fever 
Laboratory in the Rockefeller Institute in New York, was Bpocially 
qualified to speak on the latest aspects of this disease. Dr. Sawyer, 
whom I had the good fortune to hear at. the meeting of the YelloAv 
Fever Commission of t lie Office International fl’IIygiene Pnblique 
in Paris in October 1932, bad prepared, during the voyage to Capo 
Town, a very complete and detailed expose of the Yellow Fever 
question, based lnrgelv on his own experience, but comprising the 
results of all the most recent work in the world on this disease. 

. His expose, which for clarity of expression and conciseness could 
hardly have been excelled, was read by him and explained before 
being distributed (see page 14) ; its title being " The present know- 
ledge of Yellow Fever as it relates to the problems in Africa It 
was, as had been expected, a most valuable, lurid and precious 
contrilmtion to this part of tlie work of the Conference. It must 
be studied in detail as it contains much in everyone of its sentences. 

* Dr. Duff, Principal Medical Officer of the Gold Coast-, gave 
an expose of his twenty years’ experience of yellow fever control 
in West Africa and on the present position there with regard to it. 
This also was a very valuable paper. 

During the- voyage to Cope Town T bad had the advantage of 
discussing this subject both with Dr. Sawyer and Dr. Duff and of 
learning much of great value from two men who knew the disease 
intimately at. first hand and one of whom (Dr. Sawyer) bad suffered 
from it. 

f * * 

An excellent resume of this and of other contributions to the 
discussion was presented bv the. Rapporteur^ for Yellow Fever 
• (Dr. Johnson) at the end of the Conference and with certain amend- 
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meats was adapted ns ilie final Report on Yellow Fever (ride 
pngo 5 8). 

The memoranda aforementioned of ])rs. Sawyer and Duif and 
the final report are of Mich eardinal ini pm tame that, at the risk of 
overlmidening the body of this leport, I am reproducing them in 
full instead ol burying them amongst the annexures, 

Aftei hearing Dr. Sawyer’s papei the Chairman suggested that 
questions should he asked and observations made on the research 
side and on any of the points touched on by J)r. Sawyer with a 
view to further explanations by him. Tie accordingly invited 
Dr. Johnson of Nigeria to hegm those in view of his having been 
very closely concerned in the woik of the Rockefeller Commission 
nt Lugos. These eventually took the form of a series of questions by 
Dr. John, son nml other delegates full detnils of which will he found 
in Annexure No. 10. These which dealt with vniions subjects I 
have at tempted briefly to summarise in the form of questions and 
answers ana a study of these will he profitable. 

Dr. Snwver, in replying, paid a tribute to the help of the British 
administrative authorities — especially those of Nigeria — without 
whose full co-operation and help little would have been accom- 
plished. He welcomed this opportunity for obtaining a fuller 
'knowledge of tbc disease and for giving tlie broadest publicity to 
•the facts as. without this, progress would he impossible. 

“ TIBS PRESENT KNOWLEDGE OF YELLOW FEVER AS IT 
RELATES TO THE PROBLEM IN AFRICA. 

By W. A. Siwvkii, Assocr.vn. Dihkotok or Tin; Lvjt.k.witiox.vi. 

IIkai.tii Division, Rocin;iT;t,i.i;ii Foundation. 

During the past few years many observations have been made 
which amplify our knowledge of yellow fever and its epidemiology. 
For the purposes of this conference I shall select and discuss those 
which seem to hoar on the yellow fever problem confronting the 
health officials of Africn. It will be unnecessary to make a' general 
summary of the newer knowledge, for that has been done in the 
recent report, which has been placed before you, of the Yellow 
Fever Commission of the Ofiice International d’Hygienc Publique. 
But before taking up my first topic I wish to express for 
Dr. Russell, Dirertor of the International Health Division of the 
Rockefeller Foundation, bis appreciation of tlie invitation to send 
a representative to tin’s important conference and my own satisfac- 
tion nt being given tbc opportunity to attend. My one regret is . 
that Dr. TIcniy Beeuwkes, who is in charge of the Foundation’s 
work in West Africa, could not be here also. 

The Geographical Distribution of Yellow Fever in Africa. 

Our knowledge of the past and present geographical distribution 
•of yellow fever in Africa has been derived from two principal 
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•sources of information., the published records of clinically recog- 
nised yellow fever and the results of recent tests of the population 
for acquired immunity against the disease. There have been many 
reports of yellow fever from West Africa from about the middle of 
the eighteenth century to the present. The majority of these reports 
came from seaports, the northernmost of which was in Senegal and 
the southernmost in Angola. There have been, however, a consi- 
derable number of reports from points for inland in the region from 
Senegal to Nigeria. There are no definite records of yellow fever 
in the interior of French Equatorial Africa, Angola, or in Belgian 
Congo except along the lower reaches of the Congo River. 

As most of the reported cases of yellow fever were among Euro- 
peans and Syrians, the greater number were in the cities and towns, 
in which these, people lived. Cases in native villages were seldom 
reported, probably partly becuase most of the cases were mild, but 
chiefly because the negro natives, when ill with a febrile disease, 
only exceptionally, came tinder the observation of a medical man. 
To explain tbe source from which Europeans were infected the' 
hypothesis was developed that yellow fever was widespread among 
African natives in mild unrecognisable form and. principally in 
young childrep. In 1926, 1927, and 1928 several epidemics were 
studied by the West African Yellow Fever Commission of the- 
Rockefeller Foundation in native towns of Gold Coast and Nigeria; 
These studies left no doubt that the West African negro was 
definitely susceptible to infection with yellow fever and that adults 
who had escaped infection in childhood would contract the disease 
later if exposed. In general the disease was observed to be milder 
in the negro than in any other race-whicli has been investigated, but 
it was nevertheless not infrequently severe and sometimes fatal, as 
will be evident when Dr. Beeuwkes publishes his accumulated ob- 
servations of yellow fever in the negro of West Africa. 

New Evidence bearing on the 'distribution of yellow fever lias' 
been obtained by testing the blood of representative groups of 
natives in many localities for its power to protect susceptible labora- 
tory animals against yellow fever virus. The demonstration of the* 
presence of protective antibodies in tbe serum is taken as evidence 
that the donor ’’of the ‘blood has been at some time infected with 
yellow fever virus. By classifying the results of the tests according 
to the ages of the donors it is sometimes possible to draw conclusions' 
as to the time and extent of past epidemics. In the earlier studies 
the animal used was a monkey (Macacus rhesus). ■ The results have- 
been published by Beeuwkes, Bauer and Haliaffy .(Am. Jour, Trop. 
Hfed. 1930. Yol. 10,9,305). The use of susceptible s< rains 'of 
whitemice instead of monkeys has made it possible to conduct sur- 
yeys of vellow fever .immunity on a much larger scale. 
Dr. Beeuwkes has already reported to the Rockefeller Foundation, 
and the governments concerned, the results of tests of sera from- 
4,368 natives residing in 92 cities, towns, and villages (Beeuwkes.. 
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H. unpublished reports to the International Health Division, 
Itockelcller Foundation). The earlier tests in monkeys are included 
in tho total. Jllost of the sera were collected with government co- 
operation in Nigeria, (iold Coast, Da home}-, French Niger and 
French Soudan. Additional specimens wore received from Senegal, 
Sierra Leone, and Liberia. Sera have been collected also in French 
West Africa by Hr. Slefnnopoulo for the Colonial Health Service 
and tested in the Pasteur Institute in Paris, but the results are not 
yet available. 

The method of making an immunity survey of a region may be 
briefly summarised. A plan is prepared and tbe localities for 
'sampling are selected. One or more lots of blood samples, each 
consisting of 25 specimens, are collected in each of these places 
from persons who have lived in the vicinity all their lives. If the 
collections., are being made in a region in whicli yellow fever is 
believed to liayc been present, it is preferable to take the specimens 
from children under ten years of age, so {is to gel the maximum 
information regarding recent outbreaks, but if tlieie is reason to 
believe Hint the disease has been absent during tbe life of the pre- 
sent generation, it is best to take samples from adults, so that 
negative findings will have the greatest possible value. It may be 
considered ntlvisable to take blood both from children and from 
adults, 25 samples from each, in places of unusual importance. 
The names and addresses of the blood donors are carefully recorded, 
along with the other information required by tbe forms supplied by 
tbe laboratory, so that further inquiry’ can be made and additional 
samples taken in the event that the laboratory Tesulls sliow that 
certain cases need further study. The amount of blood drawn from 
the arm of the donor is such that at least 10 c.c. of serum may be 
obtained. In tbe field the common practice is to use sterile vacuum 
tubes of 30 e.c. capacity with automatic valves and with needles 
attached. The specimens are allowed to stand in an upright posi- 
tion until the blood has clotted and are then shipped to the nearest 
laboratory. When possible the blood samples are kept in a refri- 
gerator while in transit. At this laboratory the serum is transferred 
to 20 c.c. ampoules of soft glass, and the ampoules are sealed in the 
flame. The specimens are then shipped under refrigeration to the 
' laboratory in whicli tho tests are to be made. A moderate amount 
of haemolysis does not interfere with the test. 

In malting the test 3 c.c. of enr.K serum to be tested is placed in 
-a test-tube. A known immune serum and a known non-immune 
serum are used ns controls. To ibis amount of serum is added !’u 
c.c. of a 20 per cent, suspension of mouse brain containing the fixed 
yellow fever virus. Susceptible white mire are anaesthetized with 
other. Each mouse is given an intracerebral injee.tion of sterile, 
two per cent, starch solution to localise the virus in the brain, ana 
•an introperitoneal injection of 0'6 c.c. of tbe serum-virus mixture. 
"Six mice tire inoculated with each mixture. The-mice that ’die -from 
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.five to ten days after inoculation are assumed to have died of yellow 
fever if the results with the control animals that received known. 
,sera with virus are satisfactory. If all the mice in a group of six 
.survive, or all but one, the specimen of serum tested is considered to 
have protective power. If four .or more of the six mice die within 
the same period, the serum is reported ,as giving no protection. 
.Intermediate results are classed as inconclusive. Further details 
.are given in the original description of the method (Sawyer and 
Lloyd, Jour. Exper. Med., 1931, Vol. 54, p. 533). 

The protection test surveys, although incomplete, hove already 
given hs evidence which has somewhat modified our views on the 
distribution and epidemiology of yellow fever in Africa. In only 
.a few extensive regions within the areas studied does the evidence 
tend to show that there has been no yellow fever within the life of 
the present generation. Suoh areas are, for example, French Niger 
far north from the Nigerian border and towns on the Niger Biver 
in the eastern part of French Soudan. Here and there in Nigeria 
and Gold Coast are towns which have been free or almost free from 
infection. In most towns investigated, however, there have evi- 
dently been a considerable number of cases of yellow fever, and 
these towns are widely scattered throughout the region studied. In 
some of the towns, and even in a few of the cities in which perma- 
nent endemicitv was suspected, fow or none of the children have 
protective sera, although many o'f the adults are immune. We can 
interpret this as showing that the principal immunizing epidemics 
•occurred before these children were born. In other plnces the per- 
centages of immune persons arc similar in children and adults, and 
it is concluded from this that yellow fever has bpen present in recent 
veaTS. It may he difficult to decide, without the help of a history 
of local epidemics, whether the yellow fever in such a place is to 
lie classed as endemic, intermittently epidemic or epidemic with’ 
long period of complete absence. The percentage of immunes varies 
greatly between the different towns, but in no instance have all the 
persons tested been found to be immune. 

From the above it seems that there are relatively few places 
which can he classified as permanent endemic foci, like Havana of 
•old, and that it would he difficult to prove that even the largest 
cities are continuously endemic over long period of time, although 
the absence of observed epidemics would support the belief that they 
are. It would seem also that <the great reservoir of yellow fever in 
West Africa is composed principally of numerous .epidemics which 
come and go in native towns. In each outbreak children and adults 
are involved in proportion to the extent that persons in these age 
groups have been previously immunised,. and that depends largely 
on the interval since the last immunizing epidemic. /.‘It seems clear 
that, the human reservoir contains numerous adults as well as 
children, -during their brief infective period, and .that n considerable 
•proportion of both escape infection even in cities which* -are possibly 
permanent endemic foci. • - 
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From the historical records and the immunity surveys it would 
appear that yellow fever has been present in many communities 
scattered over West Africa from the northern border of Senegal to 
the eastern border of Nigeria. It should be kept in mind, however, 
that this observation is based on the sum of the experiences of a 
long period of time and that the picture would seem quite different 
if we could recognise and consider separately the actual inlet lions 
with yellow fover during the present year. It would he a mistake 
to consider the revelations of the immunity survey as evidence of a 
recent extension of yellow fever and an increased danger. It is our 
understanding of the disease rather than the disease itself that is 
increasing, and fuller knowledge should he an added safeguard. 
Moreover at the present moment outbreaks of yellow fever seem to be 
fewer than usual. Freetown seems to have kept itself uninfected 
for many years and control work is going on in a number of other 
important seaports. It must he admitted, however, that the recent 
studies have removed all hope of the early eradication of yellow fever 
from West Africa. TJnfoitunately the perpetuation of the disease 
does not seem to depend entirely on a very few endemic centres 
which could be sought out and controlled by an intensive anti-mos- 
quito campaign. It will probably bp necessary, to await a broad 
advance in sanitation and the installation of piped water supplies 
in tlie cities and towns before the eradication of yellow fever can be 
considered. In the meanwhile it is of the greatest importance that 
the seaports and airports and all other key places should be kept 
under control, and that the wanderings of the disease, should 'be 
closely watched. 


The Barriers against the Spread of Yclloxc Fever. 

How great is the danger of the extension of yellow fever from 
West Africa to East Afrira and from there to the Orient? It seems 
highly probable that both these regions are infectible. The mos- 
quito vector, Acdes ccggpti, is present. Indian and Javanese strains 
of this species have been shown to be capable of transmitting yellow 
fever to monkevs by biting (Hindle, E., Trans. Boy. Soc. Trop. Med. 
and ilyg., 1929, Tol. 22, p. 405. Dinger, J. E., Arch. f. Schiffsu. 
Tropenhyg., 1929, Yol. 33, Supplement 3, p. 83). Natives of India 
are susceptible, for Indian labourers in South Amerira have died 
of the disease. Daniel Blair reported on an epidemic in British 
Guinna in 1856 and gave the numbers of eases and deaths in natives 
of Tndia. The mortality among the Indians was about the same 
as that among seamen and resident Europeans. Whether the East 
African negroes would differ from those in West Africa in the 
degree of their suscentibilitv to infection with yellow fever or their 
power to resist the effects of the disease, we do not know. The hope 
th«t parts of the Orient in which dengue is prevalent might he non- 
iufectihle because of cross-immunity between yellow fever and 
dengue has been taken away by the recent observation of Rtefnno- 
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_poula and Oallinicos that the sera of eleven persons wlio had 
recovered from, dengue would not protect mice against yellow fever 
virus (Stefanopoulo, G., and Oallinicos, G., Comptes red. Soc. 
Biol., 1932, Vol. 110, p. 1230). 

Since Ensi Africa and parts of South Africa are in all proba- 
bility infectible, it is important to study the barriers which have 
protected these regions from invasion during centuries past. The 
ocean barrier was highly inefficient in the days of the slave trade, 
- when sailing vessels with larva-infested water butts carried yellow 
fever back and forth between Africa and the Americas. The 
voyage by Ibe longer and less frequented route around to the 
eastern coast of Africa do not seem to have transplanted the infec- 
tion. Even now the coastwise shipipng may he a factor in the 
waves of yellow fever which occasionally occur in West Africa and 
involve a number of ports. The ocean barrier needs constantly to 
be Te-inforced by tho rigid suppression of mosquito breeding in ports 
and on ships. 

.The barrier to the north of the infected region is a wide band 
of arid country with a small population, including Mauritania and 
-the Sahara Desert. This barrier has been highly effective in pre- 
venting the spread of yellow fever northward. Nevertheless the 
disease not infrequently approaches the southern frings of this arid 
belt, and Johnson lias concluded, on the basis of the studies and 
experience in Nigeria, that the dry northern country is infectible 
and able to maintain the infection throughout the year (Johnson, 
W. B., Brit. Med. Jour., Aug. 13, 1932r~285). 

The barrier to the south is difficult to discuss because we do not 
yet know how far the infected region extend to the south and enst 
of Nigeria. Plans are being made for an immunity survey of pnris 
of French Equatorial Africa and the French Cnmeroons by govern- 
' mental health officials and the "West African Yellow Fever 
Commission of tlic ^Rockefeller Foundation. Arrangements have 
been made also for a similar study in the Belgian Congo. There 
the blood specimens will be collected by governmental health officials 
and sent to the Commission’s laboratory in Lagos for examination. 
It is hoped that a survey can be made in Angola also. Pending 
the results of these investigations we have only the published reports 
of outbreaks to guide us. As hns been previously mentioned, 
yellow fever bos been reported ns far south ns Angola. Near the 
southern boundary of Angola and in the northern part of Sotitb- 
"West Africa there is a region of low rainfall and sparse population 
which extends far into the interior. It would tend to retard the 
advance of yellow fever if the disease should be found in the Congo 
region or northern Angola. , 

The obvious barrier on the cast is the high and mountainous 
lake region separating the Congo hnsin from Enst'Africn,. A study 
of the climatic' factors which might inhibit the breeding of A cites 
•• -vgypti in this region' and a survey of the prevalence of these mos- 



quilocs in populous places au«i along routes oi travel would give- 
most uhotul lniormution. it seems improbable that the well- 
watered equatorial lorcsts oi Preach Equatorial Africa and Belgian 
Congo, from which yellow fever has never been leported except 
near tiie coast, is unlavourable to the spread ot yellow fever where 
the population is adequate. Unknown factors may exist, neverthe- 
less, and a stud}' of the density of Acdcs a.ggpl i and the customs of 
the natives with regard to water storage would lie valuable. The 
region on the boundary bolween French Equatorial Africa and tho 
Anglo-Egypiinn Sudan requires investigation, particularly with re- 
gard to the prevalence of the mosquito vector in relation to the 
density of population. 

Observations bearing on Methods of Control. 

In the days before it was known that yellow fever was transmitted 
by a mosquito, quarantine played the dominant role in yellow fever- 
control. The main reliance is now placed on the prevention of 
mosquito breeding in the cities and towns in strategic positions and 
keeping them non-infectible. Mosquito control remains the most 
effective of the weapons against the introduction or spread of yellow 
fever. The method involves the systematic inspection of all houses 
by trained inspectors for the purpose of discovering and eliminating- 
the breeding places of Acdcs regypti. 

A number of recent observations have given ns a better under- 
standing of tlie insect vector. Although the common stegomyia, 
Acdcs vegypti, seems to be the only vector which needs ordinarily to- 
be considered in yellow fever control, several other mosquitoes have- 
been shown to be capable of transmitting the infection by biting. 
The possibility of transmission by these other vectors should be kept 
in mind by persons investigating outbreaks under unusual circum- 
stances, particularly if the common stegomyia does not seem to be- 
sufficiently numerous to account for the presence of the disease. 

The incubation period of yellow fever -virus in the mosquito may 
be markedly shortened by keeping the insect at abnormally high 
temperatures. Davis has found that Acdcs O'gnpti may become in- 
fective in. four days after its infecting blood meal if kept continuously 
at 37°. C., but that it is non-infective after nine days and infective 
after eleven days if kept at tropical room temperature averaging- 
23" 4° C. At 21° C., infeefivitv appeared after IS days (Davis, If. 
G., Am. Jour. Hyg. 1932, Yol. 16, p. 163). 

Experiments b\- I*V,,hi«-bpT. Davis ami h *i ve shown that 

a large colonv of mosemitoes cannot maintain yellow fever virus - 
for a time longer than tlie averan-e maximum life snan of the mos- 
quitoes if tbev have no onportnnitv to bite an infected animal for- 
nersou. nimbi «her. Davis and Shannon. Am. .Tourn. TTvg.. 7931', 
Yol. 14. p. 1421. Tt follows tbnt mosrmitoes do pot maintain the’ 
virus for a considerable length of time hv simplv passing it from- 
mosquito to mosquito. 
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There has been no discovery of an animal, other than man, that 
ibecomes infected with yellow fever under natural conditions and 
•that may be acting as a reservoir of the virus, although several 
Asiatic and South American monkeys have been shown to be suscep- 
tible to yellow fever in laboratory experiments. The unusually 
long incubation period of ten days was observed in each of two cases 
, of yellow fever studied by Low and Fairley (Low, G. C., and Fair- 
ley, jN t . H., Brit. Med. Jour., January 24, 1931). In one of these 
rtwo cases the blood was shown to be infective by inoculation into a 
monkey as late as 89 hours (3 ij days) after the onset of the illness. 
The patients had been infected by contact with infective blood and 
.not in the usual way through mosquito bites. In quarantine prnc- 
.tice the maximum incubation period is still taken as six days from 
the infecting bite, and a long experience suggests that this is 
reasonably safe. 

The possibility' that improved methods of travel, particularly by 
irnilway traits, motor vehicles, and nir craft, might cany yellow 
fever through harriers heretofore efiective, 1ms caused considerable 
•concern. As yet there has been no evidence that yellow fever has 
Ibeen carried by aircraft in Central or South America. Some of the 
recent outbreaks in Brazil and Bolivia seem to have been the result 
■of the introduction of noil-immune persons, usually troops or refu- 
gees from a drought-stricken district, into a region in which most of 
the people were immune and the presence of a small amount of' yel- 
low fever was unrecognised. As soon as the disease becomes actively' 
'epidemic in a community ,and involves many caseB, the number of 
infective mosquitoes and if infected persons travelling during the 
incubation period may be assumed to rise rapidly. This increase in 
the carnage of virus into surrounding communities puts a severe 
test on their resistance to invasion. Epidemirs appear in towns 
which were free of infection or were quietly keeping up a partial 
immunity of their population by occasional unrecognised infections 
■•or small outbreaks. * Such, it seems to me, iBthe explanation of the 
•extension of yellow fever in Brazil during and after the recent epi- 
.demic in Rio de Janeiro, and of the appearance of a succession of 
.epidemics in groups of African towns. Evidently the prevention of 
.epidemics, especially in centres of travel, and the suppression of 
such outbreaks, when they have been allowed to occur, are essen- 
tial measures foT the protection of infectible places at a consider- 
able distance. The infected territory cannot be expected to carry 
'the whole burden, however, especially now that the extermination 
•of the disease in Africa seems remote, and the vulnerable regions 
should protect themselves by making their key cities as nearly non- 
. infectible ns possible. In addition it would be wise to exercise a 
■degree of control over rapid travel from infected to non-infected 
•territory. , 

, That ' Acdcs ergypti may survive long flights in. air planes has 
ibeen demonstrated by Griffitts and GrifHlts (Griffitts, T., JL E., 
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and Grifiitts, J. J., Pub. Health. Eeports, 1931, Yol. 46, p. 2775). 
They drew the conclusion that “ with conditions at airports such as- 
would permit of many mosquitoes getting abroad, it might be ex- 
pected that approximately one-fifth of the original number would 
be transported for a long distance — at least 1,250 miles — in one day. 
with repeated landing and opening of doors, hatches and windows, 
and refuelling, unloading, and loading taking place.” They were 
of the opinion that there is no obstacle to the efficient treatment of 
airplanes so as to destroy mosquitoes. The risk of carrying persons 
in the incubation period of yellow fever seemed to be of greater im- 
portance than the transfer of infected mosquitoes. 

The diagnosis in suspected cases of yellow fever still rests largely 
on the symptoms. When an accurate diagnosis or its confirmation 
is of great importance and a yellow fever laboratory is near, it may 
he possible to cariy the infection into a rhesus monkey by inocula- 
tion of blood drawn during the first three days of the illness and to- 
recover the virus and prove its identity. As such blood may contain 
the vims it is necessary to handle it with great care and avoid send- 
ing it to laboratories where the introduction of the virus would be 
dangerous or is prohibited by law. A more time consuming but 
safer procedure often gives evidence of value. Blood is drawn at' 
least two weeks after the beginning of the attack, and 10 c.c. of the- 
semrn is sent to a laboratory' for testing in mice foT protective anti- 
bodies. If the serum gives no protection, yellow fever may he ruled 
out. The presence of protective power would indicate that either 
the observed attack or an earlier one was yellow fever. The serum 
may be tested also, using guinea pigs, for its power to protect 
against Leptospira icterohcrmorrhagia:, the infectious agent of 
Weil’s disease, which may easily be confused with yellow fever. 
There are unfortunately other infections which are characterised by 
jaundice and which may resemble yellow fever and for which we 
have no specific laboratory tests. 

It is now possible to vaccinate small numbers of people against 
yellow fever with reasonable safety and obtain a high degree of 
immunity. The method consists of injecting' a specified amount of 
tested immune human serum subcutaneously' in the abdomen and 
soon thereafter giving a small injection of yellow fever virus fixed 
for mice subcutaneously in the arm. (Sawyer, Kitchen and Llovd. 
Jour. Exper. Med., 1.932, Yol. 55, p. 945.) During over 200 
' passages in mice this virus has almost entirely lost its power to 
produce illness in monkey inoculated subcutaneously or intTapen- 
tonally. Although disease is not produced in the vaccinated per- 
sons, a high degree of immunity develops in the course of two or 
three weeks. The first ten persons vaccinated in our laboratory were 
tested one year later, and in each instance the serum was found to 
have definite protective power. 

There are distinct limitations to the application of the method 
of vaccination. In the ;first place, the virus cannot he used in any 
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-country into which the introduction of living virus would he danger- 
ous or has been prohibited. In the second place, it would he diffi- 
cult to secure enough immune human serum from recovered or 
vaccinated persons to satisfy a large demand. A beginning has 
been made by vaccinating persons who desire protection against 
unusual exposure ; for example, those who are actively investigating 
jellow fever in the field or in the laboratory. It seems probable 
that vaccination may he useful for the crews of airplanes making 
stops in infected regions and may be desired by certain travellers 
if they can thereby avoid quarantine restrictions placed on non- 
immunes. To determine whether a person is immune it is only 
necessary to send 10 c.c. of his serum to a laboratory in which pro- 
jection tests in mice are made. 

You will probably agree with me that protective measures against 
jellow fever in Africa must be based on a full knowledge of the 
.situation if they are to he effective. The Office International 
d’ Hygiene Publique has urged the extension of the present immu- 
nity survey to other regions of Africa. I have mentioned the plans 
for Belgian Congo and French Equatorial Africa. In East Africa 
' it would seem advisable to confirm the supposition that the region 
is entirely free of infection by taking serum samples from natives 
in a few representative centres. Health officials in the British 
Crown Colonies who wish to participate in such an immunity survey 
cnn arrange for the laboratory tests through Dr. G. M. Findlay and 
should send the blood specimens to him at the Wellcome Research 
Institute in London. He will decide whether to make the tests 
• there or send the specimens on to the yellow fever laboratory in 
Hew York. 

II any of us are interested in yellow fever in Africa. If we push 
the investigations and pool the information acquired, and meet toge- 
ther like this from time to time, I am sure we shall find a solution 
for our difficult problem.” 

Sir E. Thornton having taken the chair, Sir Geo. Buchanan then 
gave an expose on the yellow fever problem from the point of view 
of air craft and its regulation by means of a convention. Sir George 
had circulated : (a) copy of the aerial navigation Sanitary Conven- 
tion, (6) copy of a note prepared by him for the October meeting of 
the Health Committee of the League of Nations at Geneva on the 
Cape Town Conference and its scope (L. of H. C, H. 1107 App. 
Ho. 1), (c) nn English translation of the report by the Yellow Fever 
Commission of the Office International d’Hygiene Publique as 
adopted by the plenary session at its October 1932 meeting (ride 
App. 2). ‘ 

He rend extracts from L. of H. C. H. 1107, took up the various 
provisions of the Convention article by article and explained them. 
He ‘showed how this air craft yellow fever. 'prohlem had not got a 



parallel in shipping and lie quoted from Dr. Sawyer’s i eport as- 
follows: — 

“ During' tlio lust 3U years it has been repeatedly proved in 
practice that control and elimination can he successfully and 
speedily accomplished if action is taken iu accordance with the 
basic obsevations that yellow fever is transmitted only from 
actual human cases in the first three days of the attack, that 
the incubation period of new cases does not exceed six days,, 
that the agent of lraustm**’*i»m is a domestic mosquito which 
remains in or in the immediate vieinily of, the house where it 
has fed, and that the insect, after feeding upon nn infected case 
must survive for 12 days or more before it can transmit the 
virus to another pel. son. A good deal has hern written lately 
about the wide ' rango of dispersal ’ and power of flight of the- 
yellow fever mosquito as estimated hv field experiments under 
artificial conditions, hut for the purposes of practical sanitation’ 
it is more important to know that yellow fever has never been 
conveyed by mosquitoes ninny yards from nn infected house. 
The late Senior Surgeon IT. 31. Carter, whose epidemiological’ 
experience of yellow fever was unrivalled, wrote on this point: 

* 1 think it is fair to say that yellow fever will rniely he con- 
veyed by mosquitoes 100 yards 

Sir (toorge’s expose elicited at once a series of questions from 
most of the African delegates to most of whom the contents of the- 
diaft Convent mu wete new. I have endeavottted to winuuifise 
briefly the gist of tho more important of these questions {vide 
Annoxure 31). 


November 17th. Forenoon. 

As a result of the above-mentioned discussion the impression had 
been conveyed to many of tho delegates that, in the creation of anti— 
nmnrvl aerodromes in accordance with tho provisions of the draft 
convention, the essential desideratum was to carry out tho spirit 
and not the letter of the convention. This was brought home to me 
in various conversations during the evening of the 16th November" 
with the result that I saw Sir George Buchanan regarding it nnd 
suggested that it would he very unfortunate from the point of view 
of a country like India if such an impression were allowed to omn- 
nate from the Conference. lie ngreerl to open the next meeting on 
November 17th by clarifying the point nnd this he did. He made- 
it abundantly clear that signatories would he morally hound to cany 
out the provisions in letter ns well ns in spirit with due regard to 
local circumstances. His remarks will he found on pages f>0-o4 
(Appendix 6), T said that, to my mind, it would have been unfor- 
tunate if the impression had gone out from this Conference that, 
when a country accepted tho Convention in spirit this meant that it 
could pretty well do ns it liked in the construction of nn nnti-aniaryl' 
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aerodrome. Countries like India regarded East African slates as - ' 
“ buffers If it carue to be known in the Far East that it was 
the opinion of this Conference, that they should be accepting this- 
thing in the spirit only, it would have been peculiarly unfortunate. 

I thanked the Chairman for clearing the position; and Sir E. 
Thornton endorsed what I had said. 

Dr. Duff of Accra then read his note on his experiences of yellow 
fever control on the Gold Coast and the present situation there and* 
was congratulated by Chairman on his contribution. This led to ■ 
a series of questions which I have again briefly tabulated in the- 
form of question and answer ( vide Annexure 12). 


"A NOTE ON YELLOW FEVER CONTROL IN THE GOLD’ 
COAST AND THE PRESENT SITUATION. BY 
DR. DUFF. 

A. — Piua.nnx.VRY. 

In this note I will summarise as briefly as possible my experi- 
ence of yellow fever control on the Gold Coast, stating what the 
main lines of our practice are and what we have already achieved. 
Much of what follows must already he known to delegates, but 
some may care to hear such a resume ns this. 

The discovery in 1900 that the Stegomyia mosquito (now known 
as the Aedcs argcntcus or aeyypti) was the ordinary carrier of 
yellow fever led at once to a certain amount of control, but really 
serious efforts were not made until 1910. I myself saw Ihe- 
begiuning of this work and have followed it carefully up -to date. 
In the first week of Slav, 1910, an outbreak began in Freetown, 
Sierra Leone, and between then and the first week in August a 
series of severe eases occurred, with a heavy mortality rate. Ten 
adult cases in all were noted (5 Syrians, 4 Europeans and 1 
African), all of whom died except 1 European. There was only one 
female in this series — a Syrian. 

In April of the same year an outbreak began on the Gold Coast 
at Sekondi, with a similar heavy mortality rate — 10 European 
and 2 African eases, with 11 deaths. Tire only recovery was a 
European female — the one female of the group. At Axim, a small 
timber port to the west of Sekondi and at Saw Stills Camp, 12} 
miles inland on the Sekondi-Eumasi Railway independent so- 
called * sporadic ’ cases occurred. I shall refer Inter to the use of ' 
tin* word ‘ sporadic ’ in connection with yellow fever. 

These outbreaks caused considerable alarm at the time and 
Sir Rubcvt Boyce, at the request of the Colonial Office, proceeded 
to West Africa to investigate the subject on the spot. He sailed 
from England on the 1st June, 1910, and was accompanied by 
several young medical officers who had recently been hppointed to * 
the West African medical staff. Two disembarked for duty at - 
Freetown and six others (of whom I was one) went on with Boyce 
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to Schondi, to ns-i.st liim in nnv work which he piopo-ed io do. 
AYo landed about tin* middle of <1 tine, and found flint tlir* outbreak 
had been to ought to u speedy end l«v the energetic action of 
Dr. Hire — tin* head of tin* Sanitary JJr.im-h of the fiold Coast 
Medical Di-pnitim-iit. Our wolf, was to ic-fumigate infected and 
other bungalows, and to pte-s on with the general anti-mo-quito 
measures, whir It lmd nil b<*en intensified. We all worlced vejv 
hard and were familiarly knoun at the time n*. the “ Yellow 
IVrils 

Ill December of the same year llovee, who had rnmpleted lii« 
investigation*. imlilMiwl liii woifc *• \ allow Fever and its Preven- 
tion ”, His object Wat to fmnijth n text-hoof; on yellow fevei 
for Hie n-e of medical officer* a 01 kin/s in West Africa. In fhi<t 
book he Mitntmitisrd hi*) own experience-, and observation* in Mow 
Orleans and Central America in I!t(l'», in the We-t Indies in Ifftff}, 
and in llritish WVil Afrira in lffflt. lie laid special sirens on 
the subject of yellow fever n* it appeared in West Afrim and 
on the need for vigorous and toniiiiued mi ion. Simple and clear 
direction** for contiol, bused on the fundamental wml; of the 
American (’onimis-ioit of were eminciateil and a nine* of 

most vain aide information collected. I know of no -duple nuhlira- 
finn on the -.abject so helpful to a Medical Oflher or Medical Officer 
of Trealtli workinp even to-day in MV*-t Afiica. 

One statement bv Havre in his book piovoked n considerable 
amount to con I rove! sy at the time. ri;.. “ TJie African native 
is as satm ated with yellow fever »s he is with malaria, and his 
escape from -even* yellow fever and its very frequent oeeurrenee 
amonp-d the whites is proof of the contention ” fpape 2M>). 

• ft was not — as we now know — entiiely ju-t to compare yellow 
fever with mulnrin, or to use such a word ns “ saturated ”. The 
disease- cannot well be compared. Hoyce’e object, however, was 
to emphasi-e liis own opinion that a oonsideiable amount of mild 
yellow fever wa* poinp on unrecopni-ed atuonpst natives (especially 
children), and that really effective contiol mrestires should be press- 
ed forward. He held that much of wliat was then called 
“ remittent " and " bilious leinittent " fever, and nfiiihuted to 
the malnrin] parasite, was in reality true yellow fever mid would 
disappear with the destruction oi the Sleponivia. 

Another object be had definitely in view was to encourage 
early diagnosis and notification of the disease by medical men, 
and io hi oak down wliat lie called ** notification fear He insist- 
ed in and out of season on the public danper of any '* ostrich ” or 
“ hush-hush ” policy in dcnlinp with yellow fever. "When I 
assumed duty on the fiold Const there was a reluctance on the 
part of the administrative authorities to admit the presence of the 
disease is a centie, owing to the panic liable to arise, aud to the 
interference with trade and commercial interests which would 
follow on the quarantine measures which then used fn be taken. 
He urged that- tlie joint effect of failure on the part of individual 
•medical men to ho" on the alert for and to report even- case, or 
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even suspected case, and of failure on the part of the administra- 
tion to admit freely the possible presence, of the disease and- to* 
encourage such reports, was against the best interests of the public 
health and might easily be disastrous. Boyce's efforts have been 
most fruitful and a “ hush-hush ” policy has long ago been 
abandoned on tbe Gold Coast ns indefensible. 

B. — Actual Control Measures. 

I now come to the measures ordinarily employed for control.. 
For practical purposes these maj' be divided into — 

(i) Routine measures in constant use; 

(ii) Emergency measures during an outbreak. 

(i) Routine measures resolve themselves into — 

(n) Mosquito destruction in tbe ports and all the larger 
towns, and beyond these areas where we can place- 
1 reliable sanitary staff. 

(b) Segregation of susceptibles (Europeans) in residential 

areus with a building-free zone of at least 440 yards - 
from the native town and the enforcement of veiy 
special rules for these arfeas. 

(c) A constant watch by all medical officers for cases of the 

disease, mild or otherwise, and the collection and 
dissemination to all stations of information concern- 
ing such cases. 

(ii) Emergency measures include — 

(a) Intensification — especially at a focus of outbrea.k of the 

routine anti-mosquito campaign. It is assumed as- 
a working rule, that when a recognisable case occurs, 

• an outbreak is going on somewhere in a mild un- 
recognisable jorm, and that a genuinely “ sporadic ” 

' case cannot really occur. 

(b) Proclamation by law of “ infected areas " in order to- 

obtain emergency powers for tbe sanitary authority. 

(c) Temporary evacuation, if necessaiy, of susceptible from 

such areas. 

(d) Isolation and careful screening of cases, and fuiniga-- 

• tion of houses where such cases have occurred. 

By far and away the most important of all these measures is - 
the destruction of mosquitoes by anti-larval measures. Constant 
war against the Stegomvia must and does go on. The major por- 
tion of our effoit is directed to keeping the “ house ” index for 
larva* as low as possible. Fortunately the liabits of the St egomy in- 
ure well known and, provided the necessary efforts are kept up,, 
breeding can be comparatively easily controlled. Any remissness- 
of effort in this respect is regarded as a sanitary sin. The- 
Stegomyin is regarded as essentially the domestic mosquito, breed— 
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ing almost on ti roly in artificial containers of uncovered standing 
water in and around houses, and living in close association with 
man. It is quite possible, them tore, in every important civilised 
centre with a sanitary stall' to apply larval control in conjunction 
with other gcneial public health measures. 

Application oj Methods. 

(i) Piped water supplies — The chic } centres : The introduction 
-of a piped water supply has been found to be the most effective 

Single measure which can be applied to a town to limit breeding. 
The need for storing water in tanks, barrels or cisterns which 
require careful screening nnd constant attention, or for hoarding 
it in water pots, jars, etc., in the corners of n dwelling, censes 
at onee. Roof-gutters leading to storage, lend to sag and to hold 
water, and need to be carefully graded and perforated. When a 
piped supply is installed, these can be removed. Filthy snrfacc- 
wells can be filled in. etc., ete. Our important ports ’have now 
piped supplies and in a short time our larger inland centres will 
have the same. 

(ii) Important centres without piped stqiplics : In these the 
ordinary methods of screening stored water, etc., are still carried 
on. Much of the time of our sanitary staff in such places is devoted 
to the supervision of water-supplies. Tanks, barrels, cisterns, etc., 
must be screened and attended to, roof-gutters graded and per- 
forated, etc., etc. The task is a heavy one, but it is in places 
-such ns these and in the larger villages tlint the disense is most 
•likely to persist. 

" Financial resources do not permit the employment of a large 
enough staff to achieve in the outlying villages the same high 
standard of control which is possible in the larger centres, hut at. 
.the sh’nSc time every effort is being made to bring home to the people 
>;the desirability of keeping down the numbers of Stegomvia — nnd 
not without a measure of success. Progress, to he lasting, depends 
ultimately on the advance of education and enlightenment, aim 
this is hound to he n slow process. 

(iii) 1 In all tmportant places : In addition to the above primary 
measures, certain accessory measures are employed. Apart from 
the large watcr-containeis for the normal supply of dwelling, regular 
.attention must he given to all water-holding receptacles which 
, might possibly constitute breeding-places (flower vases, nnt-guaTds, 
^etc.).. All tins, bottles, calabashes, coconut shells, old crockery, 

etc., must, he regularly removed by the house-holder to the dustbin, 
from which they are removed by the sanitary squads for ultimate 
disposal by burial or destruction. Rot-holes in trees, holl6ws in 
rocks, and various unusual breeding-places must he sought out ana 
dealt with. .At times, ns need arises, other methods such as tlie 
kerosening of defective drains or of collections which cannot be 
• covered, drainage or filling-in of certain collections of water, stock- 
ing with fish, etc., may be employed. Of accessory methods, the 
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removal of rank grass, weeds, shrubs, etc,, and the general clear- 
ance of hush for a wide area around habitations and villages has 
proved a measure of the greatest importance and value. The results 
of putting an end to the indiscriminate tluowing-out of old tins, 
bottles, etc., or other rubbish — which may remain concealed and 
■form breeding centres — are most beneficial. 

. (iv) Staff: An active staff of trained inspectors, backed up by 
clear laws which can be firmly enforced against all classes, is essen- 
tial. This exists at all the large centres. All opposition to the 
activities of the staff must be fought strenuously. 

(v) Segregation : When I assumed duty on the Gold Coast in 
1910, the majority of Europeans belonging to the mercantile com- 
munity lived over their business premises, which were situated in 
the heart of the native towns. As a result, they suffered far more 
severely than officials from yellow .fever and other illnesses. In 
1908 Government took steps to encourage merchants and >n6u-offi- 
cials to live outside of the native towns, by offering land on easy 
terms for the erection of bungalows on approved plans. 

At first few firms took advantage of this offer, bitt by now they 
have learned the wisdom of segregation — bo much so that there xa 
now little difference in the invaliding and mortality rates between 
officials and non-officials. This excellent result is, no doubt, due 
in part also to the other routine measures in force. 

Syrians, however, still prefer to live in the native towns. As 
a resuli, they still suffer considerably from various illnesses. They 
ff- are often the first to be attacked if yellow fever breaks out, and ■ 
thus furnish an indication of the presence of the disease. " 

(vi) Notification — Early diagnosis, etc. ; I have already referred - 
to the fact that at the beginning of an outbreak Veil-marked eases 
•are rare, whilst milder types predominate. Another fj&t is-, that 
the disease displays a peculiar tendency to break out simultaneous- •' 
ly, and apparently independently, in different places. These facts ,i 
are of the very highest importance from the point of. '-view of 
cohtrol.. 

I have touched on the former reluctance to admit, or 'even in 
some instances the conspiracy to deny, th e presence of the disease 
when reported. On the Gold Coast this evil phase has completely 
passed. Eveiy medical officer is encouraged to study closely* the 
clinical manifestations of the disease, and to have constantly in 
mind the possibility of its occurrence — especially if stegoroyias are’, 
at all numerous in his area. He is encouraged to notify, without-" 
hesitation, every suspicious case. The clinical diagnosis of mild" 1 
cases is v extremely difficult, and a medical officer is not criticised 
adversely should he diagnose as yellow fever a case which subse- • 
quently proves to he something else. Quite ‘lie reverse. It is 
felt that he has acted on the " SAFETY FIRST ” motto, and in 
the very best interests of the public. The result of a notification 
is that a senior officer proceeds with speed to the spot in order to 
assist the junior officer in the case. Eveiy step necessary is taken 
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to verify diagnosis. Blood is collected and sent in ice to Lagos,, 
to the Rockefeller Foundation Laboratoiy. If death occurs, post- 
mortem specimens of liver, kidney, etc., are collected for section- 
ing. If a suspected case turns out to he positive, telegrams are 
despatched from the central office to all stations. Anti-mosquito 
measures are then intensified everywhere, in order that chance of 
spread may he limited. Other Administrations in West Africa 
are at once notified by cable. The really important point to note 
is that there is now no concealment whatever. In the old days the 
French used to blame the British especially for their reluctance to 
admit the presence of yellow fever in their territories. 

Connected with this open policy is the gradual recognition by 
intelligent Africans that it is in the interest of themselves to support 
the Administration in its efforts. Formerly there was a disposition 
to believe that the measures directed to the destruction of 
mosquitoes were intended for the benefit of Europeans only, hut 
on the Gold Coast it is gradually eoming to he recognised by 
•Africans that although. Europeans do suffer from the disease more 
severely thau Africans, nevertheless Africans can suffer and die 
from it, and ‘that in their own interests an attitude of apathy or 
opposition, nctive or passive, is not justified. We have, of course, 
those who are inclined to bo suspicious of everything Government 
does, and to raise political or colour questions if they can, but in 
iny opinion sucli individuals are becoming fewer every day. The 
African has now great confidence in, and respect for, European 
medicine and medical men, and the progress we have made, as 
evidenced by a steadily lessened opposition to anti-larval measures, 
is due in a' large measure to this confidence and respect. 


C. — Achievement. 

With the staff at our disposal and with our present financial 
resources, it is not possible to sanitate fully or to “ mosquito- 
control ” every village on the Gold Coast. Such an aim would he 
quite impracticable, but it is possible to achieve, and we do actually 
achieve, a 'considerable measure of control in all the large centres, 
and especially in the seaports. 

The monthly ct larval index ” is taken as our piactical working 
measure of tonfrol. By this I mean what O’Connor calls the 
"’•.house index namely, the ratio of houses or compounds found 
infested with larvae (i.e., found on routine inspections to have one 
or more water receptacles with mosquito larva 1 ) to all the houses 
iuspeeted. Each town under control is divided into wards for the 
.'purpose. All larvae found in fresh water-containers in or near 
' a house are, for practical purpose, regarded as stegomyia. but 
at regular .intervals a certain number of specimens are set aside to 
breed out. Monthly returns, controlled by a cheek made by 
European inspection, are prepared and forwarded to headquarters. 
Boyce held that in towns where the index was 100 per cent., yellow 
fever could be assumed to be endemic; where it was 10 per cent. 
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<or "below, it could be assumed to lie not endemic, below 5 per .cent, 
•a few so-called “ sporadic ” cases xni^lxt, occur, tpt no serious 
.spread. Our efforts are directed to keeping the index well below 
5 per cent. 1 per cent. or. 2 per cent, is not uncommonly returned, 
but any approach to 5 per cent, or over is, in practice,, taken as 
a signal for enquiry and action. Where enquiry is required, it 
■almost always proves in practice that inspection has been slackening. 

’ A very striking fact is that in, no centre in which segregation 
•combined with mosquito control has been practised, haB yellow 
fever broken out in the area of . segregation. This, to my mind, 
is conclusive proof of the possibility of strict control of yellow 
fever in any area desired. True, an outbreak did take place in 
Taniale in 1931, hut residential areas in that town with building- 
free zones had not been correctly delimited then, an unsafe number 
■of native dwellings liad been permitted to remain in close proximity 
to European dwellings, a pipe-borne water supply had not been 
installed, and the general sanitary position was not satisfactory. 
Steps hav<$ since been taken to remedy all these points, and further 
serious trouble is unlikely. I should mention that from all con- 
trolled residential areas African children arc rigorously excluded 
at all times, and only those natives who arc personal servants of 
the occupiers of'a house are allowed to sleep in the area. 

I think that little more can he done than we are now doing on 
lines of mosquito’ control. It is rerognised that, the price of 
immunity from attack by yellow fever is an unceasing war on the 
stegomyia mosquito. We have to contend with careless and 
obstructive householders, careless or lazy or deceitful inspectors — 
and even when the greatest care is taken it is possible to overlook 
. and miss small collections of water which may he breeding mosqui- 
toes freely.' 

I do not look forward to the complete elimination of yellow 
fever from the Gold Coast. The masses in the outlying villages: 
are still too ignorant and careless; the area to be dealt with is 
too large to he effectively covered by our supervising staff,. lpitj 
we can keep the strategic centres clean, and we can keep the segre- 
gation areas for Europeans very clean. Conditions to-day are 
vastly better everywhere than they were in 1910, when I first came 
to West Africa, and as time goes on further progress should certain- 
ly be possible. ‘ 

« 

D — TiIk New Knowledge. 

. r i * 

It will he seen from. tlie above that I have made no reference, 
fo the recent work of the Rockefeller Foundation' and the great-, 
advances in knowledge which have been made, hut have limited 
my remarks to well-tried and well-understood control methods. 
Although great things are expected from Dr. Sawyer’s protective 
vaccination and the new weapon is hound to he of tremendous 
value, we must, T think, still continue the war against the insect 
vector ns vigorously a's ever — and this,, not alone as, a special 
■anti-yellow fever measure, hut as part of ‘tlie general war against 

n2 
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all forms of filth and vermin. I have no doubt that those countries 
of Africa in which yellow fever is non-endemic will applaud 
such endeavours. In taking the steps we do, we admit that we 
are acting primarily in our own interest, hut we recognise at the 
same time a duty to our neighbours. Hitherto we had considered 
only our immediate neighbours on the West Coast, but we must 
now think of those further afield. But is it fair to expect that 
the whole burden of effort should be borne by tlie countries in which 
j’ollow fever is endemic? I have no personal knowledge of East 
African conditions — I Lope to pay a flying visit to Kenya and 
Uganda after this Conference. The opening-up of land routes 
suitable for motor travel throughout tropical Africa, is bound to 
facilitate the spread of infectious disease. The African is every- 
where a great traveller. It will not be easy to control all bis 
comings and goings. Why yellow fever lias not already reached 
East Africa would seem to need complete explanation. 


„ _ E. — Am TnANsroitT. 

* 

Erom this note I hope I have made it clear that it is in my 
opinion quite possible so to control specialised areas in West Africa 
that yellow fever may be completely eliminated from them. Such 
areas already exist in our official residential areas. There is no 
difficulty in so siting an aerodrome, and in controlling sanitary 
conditions in and around it, that the chances of taking on board 
an infected mosquito are almost nil. The de-insectisation of an 
aeroplane before departure is also a simple measure. 

•The chances of a human being who may be incubating yellow 
fever being taken on board is a much more likely possibility, but 
as Dr. Johnson* has suggested, air services from West Africa are 
fox- some time likely to he limited and to he used almost exclusively 
by-Europeans. On the despatching side it would be quite feasible 
to, secure that passengers and crew should dwell in a residential or 
other well-controlled area for six days before departure, and to 
issue medical certificates to this effect. Immunisation of crews 
and passengers (Sawyer’s method which may be improved as time 
goes on), with certification, would appear to he a possible routine 
meitsure before very long, and the receiving country could insist 
on this measure. Action on such lines hv a despatching country 
could reduce the risk of yellow fever being carried by aircraft to 
zero. I have already ventured the opinion that the risk of tlie 
introduction of the disease to East Africa, by land is probably 
greater than it is by air. The Administrations there should. I 
' think, for -this reason alone, turn their attention very closely to 
. their position with regard to stegomyia control, and how they are 
prepared to meet the threat of an advance of the disease hv land ns 
well as by air. _ .. 

D. DUFF.”" 

Cape Town, November 1932. 


*B. M. J., Aneust< ; 13th, lQSSS^pnge 285: 
Knowledge of Yellow Fever.” 


« Recent Advances in the- 
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All delegates were now asked to make any statement tliey cared 
to regarding item Y (d) (ii) of tlie Agenda. 

As these represent the position of ench of the “ so-called ” buffer 
states between India and the infected areas, I have set down the 
statements in some detail as being of special interest to the Govern- 
ment of India. 

(1) Northern Rhodesia (Dr. Mactcnnan) : Route to Madagascar 
will be through part of Northern Rhodesia. There are two main 
aerodromes on Imperial airways route-Cape-Ca iro-one at Impika 
one at Broken Hill (see map}. As the administrative headquarters 
is probably moving from Livingstone to TJsaka, it is proposed 'to 
move the Broken Hill aerodrome there and make it a sanitary 
aerodrome. There will be one sanitary aerodrome in N. Rhodesia. 

(2) Angola — Portuguese West (Dr. Damas Mora) : After giving 

a resume regarding yellow fever in Angola he said that it was 
now uninfected though infectible. Because of financial position 
air route construction had been dropped and only refuelling stations 
now existed. They were therefore in a very favourable position 
to make new arrangements. In the case of forced descents the air 
craft was kept under surveillance. Stegoinyia were few and easily 
controlled. ' 

(3) Mocambigiie — Portuguese East (Dr. de Sousa): At present 
no air routes existed and French line to MndagaBcar had been 
postponed on financial grounds. He thought International Air 
Sanitary Convention of 1932 should be a model if and when this 
route goes through. Stegomyia control existed in all the principal 
ports. 

(4) Kenya (Dr. Gill's): There is no direct contact by air between 

"East and West. A route is projected North of Lake Victoria which 
will bring yellow fever areas close; but it is unlikely that 5 •this 
route will come direct to Uganda or Kenya as between them there 
is 400 miles of the Ituri forest. With increased transport facili- 
ties yellow fever areas are coining unpleasantly near*. There would 
be no difficulty. in providing a sanitary- aerodrome which would 
probably be at Kisuma (for Kenya and Uganda) where are a medical 
officer, sanitary ' inspector, hospital (screened) and most of essen- 
tials as laid down in the Convention. He emphasised the danger 
of road spread; but pointed out tlml spvea'd in Kenya might be 
limited by absence of native towns and by the way the people' lived 
in the open in their own compounds where there was no attempt - to 
control mosquito breeding. ' * . 

Though in towns piped water supply existed to European 
houses this did not eliminate water-storage, c.g., Coast. Arah houses 
• had still many tanks. Sanitary inspection was fairly efficient and 
inspectors were all European. ... , . - 

Mombasa — the port — is modern; ships\come alongside; port 
area is very carefully controlled ahd mosquitoes are efficiently dealt 
with, native catchers being efficient in thS! towns. They concen- 



irate in “ estates ” on malaria anophelines and not on stegomyia 
though both come into the picture. The country is fairly dry. 

Main sheet anchor is education leading to improvement in 
housing. 

Asked how much the road service was developing, e.g., for 
tourist traffic, he said that at present there was no traffic though 
four months ago he was ahle to go from the Uganda border to 
Stanley Ville in 2-J- days and from there to the West Coast in one 
day — total days. A new road was developing South of the 

Mountains of the Moon. The “ reserves ” are practically un- 
touched sanitarily. 

(5) Uganda (Dr. Lee) : There were no trunk aerial routes and 
there was, meantime, no control of “ aedes ”. 

(G) Bechuanaland Protectorate (Dr. Dyhc) : A sparse popula- 
tion with no European townships though some native ones. 
Stegomyia exist hut on general survey has been done. As all 
South of the Zambesi are interested he suggested a mutual arrange- 
ment between* Swaziland, Basutoland and Union of South Africa. 

(7) Basutoland (Dr. Nattle) : No aerial flying allowed theoreti- 
cally ; but it 'cannot be stopped. Mosquitoes are very numerous. 
No survey has been done, information very incomplete. 

(S) Zanzibar (Dr. Smith) : There are no big routes going 
through Zanzibar, the service being local only. Arrangements exist 
with Kenya and Tanganyika under Article 4G, International Sani- 
tary Convention, 1926. 

(9) Sovth Rhodesia (Dr. Morris) : Aviation has been developed 
here through the Beit trust by Imperial air ways and by a privately 
paid service to Nyasa and Beira. There are two customs aerodromes 
at Buluwayo and Salisbury and 14 other landing grounds, two being 
properly equipped. 

Salisbury aerodrome — where one halts for the night — is 1-1- miles 
from the town and i a mile from other habitations ana near 
hospital and Government laboratory. This will be the sanitary 
aerodrome under the local authority. Most of the necessary things 
are on the ground now. Only a few stegomyia are present and he 
thinks that yellow fever cannot be introduced as things are at 
present. If, however, the Erench-Madagascar line developed it 
would open more possibilities of this. 

He was keen to know what other States were doing. He saw 
' difficulties in log-entries in cases of transhipment and thought a 
European sanitary inspector should be present who could telephone 
information, log books being faithfully transmitted. He thought 
, .there was no need to anticipate trouble. 

(10) South-West Africa (Dr. Hinsbceck) : There is a local 
service between Kimberley and Windhoek with one aerodrome and 
other landing grounds. The sanitary aerodrome would he sited 
probably at Walfisch Bay or Windhoek. No mosquito survey has 
been done. Neither Walfiscli Bay 'nor Windhoek would he rcgnrd- 
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ed as potential yellow fever areas. At present LagOB Rockefeller 
laboratory |ias arranged, to examine bloods from 'North and South 
of this area, for protection evidence. 

(11) Tanganyika (Dr. Scott) : They are separated by 1,600 
miles still from yellow fever area ; but preparations have been made 
on 'paper and the ground is covered. The problems are as follows . 
( vide Appendix 7) : — 

(i) Transit of Mosquitoes : Aedes egypti is universal and 

19 other Aedes have been described some of which are 
potential vectors. 

(ii) Protection test : It was essential that this country should ‘ 

take an interest in yellow fever and in these tests. 

(iii) ’ Redaction of Aedes : Cumming’s paper on eradication 

of Aedes — by attacking breeding grounds and thus 
reducing stegomyia index — was quoted. 

(iv) Spread: Even assuming Tanganyika population sus- 

ceptible, but protected by distance and lack of traffic, 
there is no apparent Teason why it should' not have spread 
by caravan traffic by introduction of -infective material. 

(v) Distance of yelloio fever — West boundary ; — 

In 192S — 1,200 miles. 

In 1931 — 1,600 miles. 

Therefore three days of observation needed after 
arrival from the ports. 

(vi) Aedes in air craft (natural and artificial) : Summarised 

this question resolves itself into : 

(i) serious danger of introduction by rapid transport includ- 

ing air craft, 

(ii) control essential, 

(iii) mosquito introduction unlikely, 

(iv) piped water essential, 

(v) as province is different from Kenya and with fewer 

Europeans, there is no difficulty about African, sani- 
tary” inspectors — in districts 140 less highly trained 
Swahili speaking sanitary inspectors at present, are 
working, 

(vi) special searches needed for “mother” foci, * 

(vii) Bean crop conceals “ aedes ” receptacles and is there- 
fore not a low growing enough crop. Sweet potatoes ' 
should be prohibited in townships because of the 
trenching being a source of “ Gambia , • ">•" 

(12) Ratal and Znlvland (Dr. Park Ross ) .* This is a potential 
yellow fever and dengue area. It has air services from (a) Rand, 
(b)‘ Cape Town, (c) Lourenzo Marques. Dengue has caused serious • 
outbreaks , and oases in the town of Durban only. Control of yellow 



36 


lover in country urea (especially Zululaiul) would he difficult, 
though it is possible in the towns. There is a constant stream of 
labour from Nyasalantl through Portuguese Enst to Natal — and 
therefore co-ordination of intelligence work of Mozambique and 
Natal is essential. He feared yellow fever, if introduced, would 
creep into those areas and would he most difficult to control. There 
von id he no difficulty in establishing sanitary aerodromes. 

(13) Union of South Africa ( Sir E. Thornton) : (i) Union 
Government was afraid of vellow fever especially after Sir Malcolm 
Watson’s hot gospelling; hence such a conference was essential to 
precise the present position and danger. 

(ii) Several well equipped aerodromes exist (<*.</., Germiston) 
and these can he brought up to standard easily. 

(iii) Importation of virus not prohibited in Union, but is done 
“under licenses. Dr. Park in Natal would not perhaps get it but Sir 
Spencer Lister could arrange for this at the South African Medical 
Research Institute, Johannesburg. 


India’s -point of view — Major-General Graham’s statement. 

11 The point of view of India is not quite parallel to that of other 
countries whose representatives we have heard. When the Panama 
Canal was nearing completion the then Director-General of my 
service had thought very carefully of all this. We have on record 
at that period — about 1912-13 — a survey of our major ports which 
was made. The conditions have not altered materially to-day from 
what was found at that particular time. We are a stegomyia 
ridden population. The minor ports are just as badly affected as the 
major ports. Major James who did this survey continued his work 
in Colombo and then went to Panama. After the outbreak of the 
great war everything more or less was upset; and, in the meantime, . 
the Panama practical experience was arrived at that, in spite of 
the canal having opened, nothing happened, so we more or less 
lulled ourselves into a sense of security; after the war the matter 
received a new stimulus by development of this air traffic. Imperial 
Airways projected a route to Karachi; and the French followed up 
with the route through Burma to Indo-China and the Dutch with 
a route to Batavia. At this time this particular Convention -you 
have before you was drafted. India has been considering this Con- 
vention from time to time through her delegation to the Office 
International. Incidentally, in addition to that, as you have heard 
she also considered the question of the importation of the virus. 
That was raised origiuallv at Singapore and the Far Ens.tern Asso- 
ciation of Tropical Medicine Congress in Bangkok. The matter 
then came before the Health Committee of the League and the 
“ Office ” in Paris. It was also considered in Europe: you haye 
-heard with what results, i.c., that various countries have prohi- 
bited it in various ways I wish to take up ouc particular article 
-of the draft convention because I have been reauested to put my 
Government’s views before this conference. Article 48 was rather 
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a stumbling block with India in the firs) draft. My Government 
considered that the article did not. give sufficient power to non- 
affected countries; and, ns )he result of discussions nt the “ Office ” 
meeting in Paris in May 1931, a clause was inserted very largely 
nt the instance of India and in order more or less to satisfy tho 
position of India. The representative of India was asked to bring 
this again before the Yellow Fever Committee of the “ Office 
and you will find an account of the discussion in the process-verbaux 
of the April-May session, 1932. Tho official interpretation of 
Article 48, I may snv, went very fnv towards satisfying the Govern- 
ment of India; but, as von know, there have been various dis- 
cussions since. I would remind you that we have a population in 
Tndia of 351 millions and of Hint number 80 millions arc living in 
Native States: so you must realise what a terrible thing it would, 
he if. even though the disease were confined to the ports and the 
immediate hinterland, it arrived in a country like India. Romo of 
the. points which were troubling us have been pretty well disposed 
of nt this Conference and T shall have great pleasure in telling my 
Government exactly what ha« happened here. 

India’s position prior to this Conference was that, while anxious 
in every way to avoid any interference with the completion and 
ratification of the international sanitary convention as you have it 
before yon, they more or less fell that, in the light of available 
information, India should meanwhile adhere to the view that the 
prohibition of air traffic from yellow fever arens to susceptible nreas 
is the only reliable safeguard. Now we have had this Conference: 

T have lind the privilege, during the. voyage to Cnpc Town of talking 
about it to Sir George, Dr. Sawyer and also Dr. Duff. Since mining 
here T have heard Dr. Johnson; and, having read his paper to tlio 
"British Medical Association in July 1932, I have gained a lot of 
information. Then I have lind information from Dr. Oronstein and 
from all the various officers who have spoken on Hie position in 
regard to the non-affectcd African countries. The statements bnsed 
on the practical experience of the disense behind all this have been 
to me invaluable. 

"We now come to -what is going to he the position in regard to 
the future so far as mv Government is concerned. As I have said 
my Government is not in any way against tho inauguration of the 
convention. It attaches the greatest imparlance to securing, some 
form of joint action on the part of tho threatened countries of , 
Africa. Disks to India would he greatlv increased if the disease 
should spread to the East African countries: it is obvious that 
co-operation of effort is therefore very essential. If we have a 
chain witlva series of lifiks and one link gives way the chain breaks. 
You can therefore understand the anxiety with which Irnlin is 
looking nt. this question. , It will give me great- pleasure to place 
the results of this conference before my Government when T return 
in order to assist them in the consideration of the problem and in, 
their future line of attack towards it.” 
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Six - JRdward Thornton asked if, ns a result of this Conference, 

J was likely to arlvise my Government regarding the prohibition of 
the entry of virus into India? I snid: 

'* I think we should be very unwise to do it. You have no con- 
ception of the great number of private laboratories that exist for 
nil sorts of purposes. We do not know what they are doing; but 
I have not the slightest doubt that some of them would wish to 
experiment with yellow fever virus if they had the* chance.” 

Dr. Johnson asked if any work against nodes was anticipated. 

I replied that '* We control mosquitoes from the malaria point 
of view. We have no special campaign against stegomyin. WJint 
I should like to see would be that we get going on this and use 
this Conference ns a lever towards setting up some organisation. 
We hare a mosquito and mnlnrin problem in some of our big ports. 
We have had to go into this mosquito question very thoroughly; 
but not from the view point of control of nodes negypli.” 

Dr. Orenstein snid : “ T appreciate General Graham’s point 
about the danger of these miscellaneous laboratories but could not 
consideration be given to the introduction of vims under licence? 
In a Government institution then* would be no danger at all. I 
fear that the feeling might get out froxn this Conference that there 
is a real danger of the introduction anil other people 'might, follow 
suit and I think that would be unfortunate: I really do not want 
an answer to this; but I throw out the suggestion that in countries 
where there are laboratories which are not ensilv controlled they 
might consider the introduction under licence of such a virus -in 
Government institutions in which they have confidence ”. I replied 
thus: “ I have discussed this very carefully with the present Direc- 
tor-General. We were hotli agreed on the necessity for prohibi- 
tion; but not from the point of view'of any influences which'lind 
been brought to bear from outside. We came to this conclusion - 
essentially on the merits of the case as it affects India. A time may 
he arrived at when we may he able to relax this; but/ under present • 
conditions, we do not feel that we can justifiably do so.' 

Dr. Duff asked if ships all go to Bombay from the Bast Coast 
and T stated that some may go to Colombo and some to Calcutta by 
way of Colombo. Dr. Smith of Zanzibar snid that there wn*5 no 
passenger line which he knew of dii - ect from Bast Africa to India 
except to Bombay; but caTgo ships and rice ships come often from- 
Bengal. 

Dr. Duff - suggested that, as yellow fever can spread by man, if 
it did creep across the Afrienn continent in .any way, it might 
possibly get on board ship and so reach India. 

Dr. Scott said that the importation of virus was one of tile ques- 
tions on which he wanted a definite answer to take -hack to hm 
Government.' Control under licence was he thought more suitable ' 
in each case than absolute prohibition; hut in ' Tanganyika they had 
no known private laboratories. It seemed to him that an unautllor- 1 
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-ised person if he went to work on that line could import or smuggle 
the virus whether there was prohibition or licence aud he thought 
lie would do so- He did not see that, by making the difference of 
prohibition as distinct from licence, wo could prevent this. In the 
big municipalities the power of entry of medical officers of health 
assisted entry into private dwellings- He asked if nnv Indian 
women were qualified sanitary inspectors and therefore employable 
in a ease where a man would not he? 

I said: “ Right of entry does exist and, a Hindu house, where 
the women arc not in purdah, ronhl he entered bv a mnle inspector 
by arrangement, but this was not so easy with M usnlmans. Medical 
Officers of Health have the right of entry; but with discretion. 
With rejrard to female sanitary inspectors, women are. employed in 
various health capacities : hut we do not call them sanitary inspec- 
tors. Some large Health Departments have women attached to 
them for various purposes which might be regarded ns including 

Sir George Buchanan said: " It is rather important for a 
rapporteur to bo able to produce some draft giving tho sense of the 
meeting on the question of the importation of virus. 1 imagine it 
is quite possible for the Conference to say thnt, provided suitable 
control is exercised in regard to its use in responsible laboratories 
by responsible people, there is, at any into for certain countries, 
a very definite advantage in virus being obtained. On the otlier 
linnd there are conditions in certain other countries which makes 
the importation of virus undesirable. We do not want the customs 
of the Far eastern countries forced down our thvonts. It is a ques- 
tion of finding some soli of formula. 

To this I replied that, ordinarily, there was no intention that 
this should he made applicable to countries in the position of some 
of the unaffected countries in Africa. Wo in India were dealing 
with a tremendous aggregation of peoples.” 

A final general discussion took plnce in which Sawyer, Johnson. 
Orcnstcin, Smith and Leo look pnTt. 

(n) Dr. Sawyer outlined future Rockefeller policy regarding 
work on yellow lever saving that the consensus of opinion was that 
the investigation should be pushed to enable countries like East 
Africa and India to have more accurate ideas regarding the distance 
of infection and any changes in this. If a thing is worth knowing 
it is much more valuable to know it soon than in the dim future. 
TTo stressed also General Graham's argument regarding the weak 
links in the chain. There was a heavy responsibility now on the 
administrations concerned to investigate, administratively if pos- 
sible, the great band of territory between French Equatorial Africa 
and Angola on the west to Kenya and Portuguese East Africa on 
the East. Lagos laboratory will now continue its present work for 
a year or more in view of the interest of ** Oifioa ” and League of 
Nations; but the second phase should be by the various Governments 
taking over and controlling whatever work is needed and as seems 
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<o thorn wise. A certain amount of laboratory work would probably 
lie necessary for rational control of yellow fever at the pi carat time. 
Such, laboratory work would be done under two separate kinds of 
conditions either in .Europe, America, ports of Africa where the 
vector was not present, or where, though epidemic yellow fever 
bad been present recently, the lisle, owing to control*, was small. 
JIo indicated two laboratories for the West Coa>-t, at Lagos and 
Dakkar; but lie hoped that, in countries like Belgian Congo, no 
restriction wmtbl be placed on virus importation. Soon there would 
bo three or four laboratories on "West Coast doing yellow fever woilc. 
J5uch work can best be done for Biitisli India and Netherlands East 
Indies in London and Amsterdam, especially the less urgent work. 
‘There were, however, some other urgent questions to be considered : 

(«) As serum testing of convalescents in Africa would be very 
helpful; laboratories for this were essential. 

(It) A Yellow Fever Board was needed. 

(c) Vaccination or personnel not going to Europe was necessary. 

(<Z) Laboratories for research and investigation some of which 
enn only be done in the tropics were necessary. 

(p) Dangers have been greatly reduced, though not eliminated, 
by (i) introduction of attenuated virus which cannot 
produce yellow fever, (ii) by immunisation of the staff, 
thus eliminating the chief risk. 

During this transition period the Rockefeller Foundation would 
lie willing to help by giving any laboratory men facilities to learn 
technique or by sending a Borkefeller man to the laboratory in 
question. The brain test being expensive is difficult to run, and. 
in survey work, the collection of blood bj’ the ordinary medical 
officer is unsatisfactory and a trained medical officer is needed. 
The Western African countries would be under Dr. Bceuwkes’ : 
laboratory at Lagos and other Government laboratories. The East- 
ern African countries should begin at once a rapid superficial survey 
on lines which he could discuss and arrange at Cape Town now 
with all Administrative Medical Officers of East African Colonies 
as tlie principal work of the immediate future will aim to give an 
idea of wliat has recently been done with regard to yellow fever in 
the aforementioned zone across Africa. 

Dr. Orrnst&in asked bow he could be assured that bis neighbours 
were can-ring out the Convention conditions ns lie doubted if any 
xc look and see ” policy would be welcomed. De also raised tlie 
question of whether Central East Africa was a. real buffer country, 
or a previously infected country, or one in which yellow fever was 
dormant, basing bis question on the observation that d wring V’° 
war, despite the aggregation here of all kinds of troops from I ,,r * in > 
South Africa, Nigeria, etc., no case remotely resembling yellow 
fever had been reported and there was no epidemic. This great 
four years’ experiment on a- big scale should therefore be taken note 
of by this Conference. ~ y 


h 
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Dr. Gillcs remarked n similar big scale experiment in the Iniild- 
ing of the Uganda railway by Indian and other labour and strongly 
supported Dr. Sawyer's recommendations. 

Dr. Smith stressed the danger of dhows which carried stegomyin 
in water butts as in the slave ships of old. 

Dr. Lee intimated that Uganda would co-operate in Dr. Sawyer's 
recommendations. ITc asked if Belgian Congo would also co- 
operate; and communicate results, and was assured that the Belgian 
Congo Government were now collecting through their own officials 
and sending the material to Dagos; that the method of distribution 
would he published: and that collection should be done in unite of 
25 in accordance witli the sample sheet or pro forma distributed 
{Rockefeller Form, Annex. 4). 


24tli November, Forenoon. 

The final report on Yellow Fever by the Rapporteur (Dr. 
Johnson) together with an introduction by the Chairman was pre- 
sented to the Plenary Conference on 24th November and adopted. 
It is such a valuable contribution that. I make no apology for 
reproducing it in the body of this report; and, ns it represents the 
considered views of the Conference, it must be studied in detail. 
I have reported tlio Yellow Fever discussions in detail ns these 
represented expert views on the most important subject before the 
Conference and will be of the greatest assistance to Government of 
India in enabling it to decide on its future policy for yellow fever 
prevention and control. 


FINAL -REPORT ON YELLOW FEVER (AS ADOPTED BY 
PLENARY CONFERENCE). 

Part I. — Introduction. 

I. — Distribution, etc., of Yellow Fever in Africa, 

The possibilities of extension of yellow fever to regions of Africa 
now unaffected by that disease, demand special attention at tlio 
present time from the international or inter-territorial point of 
view, in consequence of the opening-up of roads, railways, and now 
lines of traffic traversing territories of different Governments, and 
notably of the rapid extension of air traffic and air trunk lines. 

The particular insect vectors by which yellow fever is carried 
from man to man, occur almost universally throughout Africa, and 
those mosquitoes, though themselves hnbilualty keeping within or 
close to the dwelling and having (by comparison with the anopheles 
vectors of malaria) a very short range of dispersal, are nevertheless 
capable of being carried’ considerable distances by rail, motor car, 
or air, and in the latter case could he carried very rapidly for very 
long distances. Their danger to the distant-susceptible community, 
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if they should happen previously to have been, infected in the yellow- 
fever' area, must therefore be taken into account. Seeing that the 
ridding of aircraft from mosquitoes is quite practicable, this danger 
has only to be appreciated to be removed. Human infection, how- 
ever, is more troublesome. Fortunately, the infective healthy 
human carrier, so formidable an obstacle to the control of many 
other epidemic diseases, hits not to be considered in yellow feverji. 
the danger from human transport is essentially limited to the person 
actually suffering or about to suffer from an attack of the disease, 
and who in point of infective ability only needs to be controlled 
during a few days of his incubation period before the illness arises, 
and ‘for the first three days after his illness has begun. But within 
these limits the risk of the rapid transport of such a person to an 
unaffected region, there to infect the mosquito vectors, is obviously 
facilitated by aviation and must be guarded against. 

These considerations are not oulj- of importance to territories on 
the Eastern and, Southern portions of Africa where yellow fever has 
hitherto been unknown, but even further afield to countries on the 
other side of the Indian Ocean, where the insect vectors also abound, 
and which could not he indifferent to an extension of the disease to 
African regions with which thej’’ are in frequent communication. 
Moreover, native populations from wjiich yellow fever has (so far as 
is known) always been absent are at some disadvantage as compared 
with those in which the disease lias been endemic for many gene- 
rations. The susceptible person in the first case is more liable to 
severe or fatal attacks, whereas the susceptible person in the second 
case has usually a degree of resistance to the results of the infection 
which makes his diseases less formidable. 

In the broad sense, yellow fever has to he regarded as endemic 
over a large section of Western Africa. „Tke term is used here in 
a wide Bense — including in endemicity the manifestation of the effect 
of local epidemics occurring intermittently among the native popu- 
lations. This endemicity (or theses local epidemics) carry with them 
a relatively low native morbidity and mortality. Tlieir incidence 
is largely on the susceptible child population of the community. 
Measles, in the Northern countries, provides a parallel in this 
respect. 

As an attack of yellow fever, even though mild, confers practi- 
cally a life-long immunity against another attack there are vast 
regions in West Africa in which the proportion of the adolescent 
and adult native population insusceptible to yellow fever is lngli. 
This insusceptibility, implying as it does tbat 'tbe larger part of 
the population is quite incapable of infecting the mosquito vector, 
itself forms a most powerful agent under present conditions for the 
protection of the European or other susceptible person who lives in 
or who traverses such regions. Nevertheless the influx, collective 
or individual, or susceptible people into these regions at a time 
when yellow fever is prevalent among the native populations, leads 
to vellow fever attacks dr outbreaks. The occurrence of yellow fever 
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in n place where ^hat disease has not previously been known is, iu 
fact, often to be explained — not by the introduction of a new 
infection from without, but by a new introduction of susceptibles, 
c.ff., in course of the penetration of a little known country, or of 
the establishment of new ontposts or new conditions of labour. 

For present working purposes, though on admittedly incomplete 
knowledge, we may regard yellow fever infection as endemic, in 
the sense above explained, over a wide area ,of West Africa — on 
area possibly reaching along the coast from the Senegal southward 
to the Congo, with a quite uncertain extension inwards 'from that 
coast to the centre of the continent. Greater precision on this matter 
is of first importance and now can be obtained, not by ilie uncertain 
method of collecting records of casual reported cases of yellow fever 
itself, but by the regional application of the tests for insusceptibility 
(particularly the “ mouse protection tests ”) to snmplc populations, 
which Aye owe to the workers of the Rockefeller Foundation and 
•which has been specially applied and tried out by them in Nigeria, 
and from the Laboratory at Lagos. It is important,' on every 
ground, to attempt n rough’ geographical delimitation of this endemic 
area of the continent, by" working with these tests outwards from the 
known endemic areas and inwards from the south, east and north. 
There is already evidence that the application of these te«.ls at a 
relatively small number of widely separated points, selected in 
different territories and made with the aid of their medienl services, 
may in a short, space of time give results invaluable for such an 
outline. The Conference learned with much satisfaction that an 
<• immediate extension of the work of the observers of the Rockefeller 
Foundation in this direction is to he considered . and during the 
Conference Dr. Rauyer concerted a programme ol action for this 
purpose with Delegates of several of the territories conceined. 

It is necessary, in this connection, to emphasise that the objec- 
tive of tbc Foundation in so doing would he to supplement the 
lesenrch work it has already undertaken, and give a lead or assist- 
ance to the field or laboratory workers of the Administrations eon-,, 
cerned; in this ns in other matters it is no part of its intention to. 
act as a centre on which Afvicnn Administrations and their medical 
sei vices will draw permanently in the cnrrving-out of their daily 
anti-nmaryl work. Subject to this observation, the Conference 
strongly recommends that all assistance from the Rockefeller 
Foundation workers should he invited ^ welcomed and utilised’ to the 
full in any African country which that body regards us appropriate 
for 'the research on ’geographical distribution of yellow fever infee- 
tioh'which it 1 has in hand. 


, II . — Air Traffic a ml Carriage of Yelloir Fever Jv feci ion. 

By the .terms of the International Sanitary Convention for 
Aerial N’avigh’tion, 1 1932, which will shortly he, opened for ’signature 
at' the Hague, certain' West" African’ Colonies will automatically 
*come into the category of "territories in which yellow fever exists 
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methods, and to those who direct .and apply them, that the yellow 
fever peril now rarely enters into the calculations of the indabilants 
of these colonies, and that morbidity and mortality from this disease 
are now negligible by contrast with bygone years. 

Rational and prudent habits of life, the sanitation of communi- 
ties, particularly by the provision of piped water supplies coupled - 
with systematic measures to prevent the breeding of domestic 
mosquitoes in and about houses, together with the policy of keeping 
European dwellings or settlements at a distance from native quarters 
— these and other measures have been fully described to the Con- 
ference by the Delegates from Nigeria and the Gold. Coast, as the. 
result of their long experience. The efficiency of such measures 
when properly applied is beyond question, particularly when they 
are combined with the early and accurate diagnosis of cases, and 
the prompt notification of those which are suspected or doubtful as 
well as those which are unmistakable. 

The experience of modern methods of control, as well as the 
more exact knowledge we now possess of the yellow fever virus 
and its method of transmission, thus encourage the belief that should 
yellow fever infection enter regions in Africa hitherto free from it, 
it is capable of control and limitation in a way which, for example, 
would be quite impossible with a disease like ►influenza, or even 
with malaria. To the extent, therefore, that hitherto uninfected 
countries find themselves threatened with the introduction of yellow' 
fever at particular dangerous points where their territory is pene- 
trated by new land or air routes from an infected country, they 
have always a mass of experience available on which any special' 
preventive measures needed at those points can he based. 


IV . — Prospect of additional safeguards by Vaccination. 

There is strong experimental evidence that the method of vacci- 
nation now available consisting of the injection of an immune- 
human serum and yellow fever virus fixed for mice is capable of 
giving to the person vaccinated a durable protection against his 
' developing yellow fever as a result of mosquito infection or acci- 
dental inoculation of the yellow fever virus in the laboratory. This 
evidence is already sufficient to justify the vaccination of -persons 
specially exposed to risk, whenever the vaccine is available. Its 
production, however, is limited by various considerations of time, 
skill and cost as well as by the number of available donors of immune 
serum and its use on anything like a general or comprehensive scale 
for whole populations, or even for the smaller populations of parti- 
'• cular European settlements, can hardly be regarded as practicable 
, nt present. . It would appear to offer great advantages for the per- 
sonnel of aerodromes or aircraft, or those otherwise engaged regu- 
larly in transit between infected and non-infectefd countries. It is 
already available to some extent for such persons, and its use for 
• them should he encouraged in every way. 
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V . — Importation oj Yclloit Fever vims. 

The loss of valuable life which hns attended experimentation 
-with yellow fever vims, and the many risks which accompany its 
nse or handling have led the Governments of important countries 
East Africa (including India and the Dutch East Indies) to prohibit 
absolutely 0113 * importation of the virus for laboratory as well as 
for any other purposes. The view held in these countries has been 
that laboratory work with yellow lever virus ought to be earned out 
either iu countries already infected, or in those which, on account 
•of the absence of insect vectors, are not infectible. The risk is not 
only to the laboratory worker or attendant, but also to the commu- 
nity outside in which infection might be started by' an infective 
laboratory worker while incubating the disease. The Conference 
without in any way questioning the official action thus taken in the 
East, hesitates to advise similar unqualified prohibition of the entry 
of yellow fever virus in those African countries which are free from 
the disease, hut may be considered to be threatened by* it. Notwith- 
standing the present possibility of sending blood serum from 
suspected cases to Logos to be tested against the yellow fever virus 
in the Rockefeller Foundation Laboratory or to other laboratories 
further afield (London, Paris, Amsterdam, New York, etc.), it 
remains important for Administrations in Southern and Western 
Africa to be able themselves promptly to undertake diagnostic tests, 
perhaps to prepare and issue vaccine, and do other work with the 
yellow fever vims in laboratories of their own, which are adequately 
controlled by’ a responsible head. The dangers apprehended, more- 
over. do not nppenr to arise if the virus employed is the “ fixed 
virus ” used for the “ mouse protection ” tests and vaccination — 
seeing that this fixed virus hns never so far been proved capable of 
reproducing yellow fever in man or in the monkey. And the vacci- 
nation of laboratory workers will, it is confidently hoped, in future 
remove the risk of their conveying the infection outside. Hence 
the Conference ventures the advice that any special legislative or 
administrative restriction which may be imposed by African Ad- 
ministrations on the entry of yellow fever virus, should be qualified 
by the reservation that its conditional admission may be authorised 
where the needs of the public lidalth service and the precautions 
taken justify such a step. 


P.YTtT II. 


• * 

This Report,’ upon inforirihtion 'furnished add the discussions 
held on 16th, 17th ’and 18th" November . lia§ been 'arranged as 
followfe : — 


I. Papers read,' or laid on table. 

H. Summary of Pacts elicited ‘concerning epidemiology and 
tlie delimitation of endemic areas: — 

( 1 ) RefeCnt studies by- means of protection tests. 

(2) Specificity’ 'of protection test.' ‘ 




(3) Virus reseryoixs and carrier cases. 

(4) Non- virulent strains of virus. 

(5) Racial resistance or immunity. 

(6) Risk of infection -with, yellow fever in endemic and 

in non-endemic areas. 

(7) Effect of introduction of non-immunes into district. / 

(8) Infectibilitv of Eastern and Southern Africa and 

of the East with Yellow Eever. 

(9) Evidence of absence of infection with Yellow Eever 

in East and Central Africa. 

(IQ) Possibility of Aedcs ogypti travelling by aeroplanes 
or motors. 

(11) Possible routes by which infection may spread from 

infected to non-infccted countries. 

(12) Plans for extension of protection test surveys. 

(13) Laboratories in Africa capable of undertalring- 

Yellow Eever investigation. 

(14) Function of laboratories undertaking Yellow Eever 

investigation. 

(15) Importation of Yellow Eever virus into non-infect- 

ed countries. 

(16) Protective vaccination against Yellow Eever. 

III. Principle? of the International Sanitary Convention for 

Aerial Navigation, 1932. 

IV. Existing and projected air routes. 

V. Measures applied or proposed for the control of Yellow 

Eever and the Aedes vector — 

l •• * * ♦ 

(1) By Governments of countries in which yellow 

fever i? endemic. 

(2) By Governments of countries which are infectable 

with yellow fever. • 

VI. Statement of Delegate representing the. Government of 

India. 

VII. General principles upon which Delegates were in agree- 
ment. 


I . — Papers read or laid on tabic. 

A. Translation of. the Report made by the Yellow Eever Com- 
mission to the Permanent Committee on recent knowledge of Yellow 
Eeyer. . (Office International d’ Hygiene Publique.) 

B. The Present Knowledge of Yellow Eever ns it. relates to the 
Problem in Africa. (Dr. W. A. Sawyer, Associate Director of the 
International Health Division, Rockefeller Foundation.) 

C. Latest information in regard to Air Eoutos. (Received, 
through the Director of Air Services, Union of South Africa.) ' 
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D. English Text of the International Sanitary Convention for 
Aerial Navigation, 1932. 

E. Note by Sir George Buchanan regarding Discussion on the 
Air Sanitary Convention. 

E. Note on Yellow Fever Control in the Gold Coast and the 
Present Situation. (Dr. Duff, Director of Medical and Sanitary 
Service, Gold Coast.) 

G. Note on Yellow Fever in Angola by Dr. Damns Mora. 

H. Note by Dr. Scott of Dar-es-Salaam. 

II . — Epidemiology and the delimitation of Endemic Areas. 

(1) Recent Studies by means of Protection Tests: Protection 
tests upon the sera of 4,308 persons from 92 towns in West Africa 
have demonstrated widespread infection either in endemic form or 
due to repeated epidemics. Many towns, however, have been shown 
to have been free from infection during the present generation, or 
during recent years, but in view of the wxdelj* distributed case 
incidence amongst the non-immune, though resistant, population 
from the Const to the Sahara outside the known endemic areas, no 
hope of early eradication of Yellow Fever from West Africa can be 
entertained. 

(2) Specificity of Protection Test: The balance of evidence 
supports the view that the test is specific for Yellow Fever and that 
no cross-immunity exists with Dengue or other fevers. 

(3) Virus “ reservoirs " and Carrier Cases: Man must be re- 
garded as the only Yellow Fever "virus reservoir”. Although 
virus may persist in the tissues for some time after the blood ceases 
to be infective to mosquitoes this will he neutralised in the blood by 
circulating anti-bodies, and it is certain that persistent healthy 
“ carriers ” of virus cannot exist. While it is undoubted that in 
the normal method of transmission the Aedes 7'equires a certain 
interval (usually 12 days) after feeding on an infected blood before 
becoming infective to a susceptible animal, there is no evidence 
that the virus during this interval goes through a new phase or life 
cycle in the mosquito. 

(4) N on-virulent strains of virus: There is no evidence to sug- 
gest that in nature non-virulent strains of virus exist which might 
immunise against virulent strains. If that were so it would be 
expected that Europeans tested after long residence in West Africa 
would frequently have given positive protection tests, hut this is not 
"the ease.' In the rare positive cases most of these persons concerned 
can remember an illness which might, well have been an attack of 
yellow fever. 

(5) Racial resistance or immunity • West African Negroes show 
a high degree of resistance to the infection of yellow fever, even 
after removal from an endemic area for generations, although severe 
and fatal cases do occasionally occur. Asiatic races hve been shown 
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;to be susceptible. Nothing is known concerning the infectibilitj 
■of East African races. 

(6) Risk of Infection with Yellow Fever in Endemic and in non- - 
endemic areas : Owing to the large proportion, of immunes present- 
in an endemic area, and the consequently low aedes infection rate, 
the risk of infection of susceptibles is not great. The risk is consi- 
derably greater when an explosion of the disease occurs in a non- 
endemic area, where a large number of uon-immuues exist. The 
general conclusion may he drawn that Yellow Fever is not so infec- 
tive os generally imagined except during epidemics of the disease 
unless intimate contact, as in houses, is made. 

(7) Effect of introduction of non-immuncs: Introduction of 
large numbers of non-iminunes into a district may produce a flare 
up of the disease in a recognised endemic area or may even cause 
an epidemic in an endemic area not previously recognised as such. 

(8) Infectibility of Eastern and Southern Africa, and of the 
East , with Yellow Fever: Although with some exceptions no very 
-detailed aedes surveys have been made iu these countries delegates 
have no doubt that in most cases the aedes population, of towns is 
■considerable. No information is available to the Conference con- 
cerning the aedes infestation of the Anglo-Egyptian Sudan. In 
India detailed 'surveys of ports, made before the war in connection 
with the supposed risk of Yellow Fever infection due to the opening 
of the Panama Canal, showed a high aedes infestation. 

19) Evidence of absence of infection or latent cndcmicity of 
Yellow Fever in East and Central Africa : No protection tests have 
•yet been carried out; hut it is significant that the introduction of 
large numbers of non-immunes on the East of the continent during 
the war, and the penetration of Indian traders, have not led to the 
occurrence of cases suggestive of yellow fever. 

(10) Possibility of Aedes Mosquitoes travelling by aeroplanes or 
motors: Experiments demonstrating that aedes mosquitoes can 
travel long distances by aeroplanes were cited, but it was agreed 
that the risk of transporting mosquitoes in on infective condition is 
comparatively small and can be met by the simple measure of de- 
insectisation of aeroplanes. Aedes may travel by trains or motor 
with equal facility. The transportation of persons during the incu- 
bation period of the disease appears to constitute a greater danger 
than the carrying of infected mosquitoes. 

(11) Possible routes by which infection may spread from infected 
to non-in fccted countries: Slow “village to village” spread of 
infection along trade or motor routes, particularly new routes, re- 
quires to be considered ns well as its more rapid conveyance bv 
aviation. - In this connection it was pointed out that the construc- 
tion of good motor roads north of the Congo River constitutes a 
risk to the Anglo-Egyptian Sudan and to TJgnnda. Of particular 

■'importance is the route Ynounde-Baugui-Bangasso-Buta- Aba. It 
* was agreed that should protection tests prove ,the present non-exist- 
ence of Yellow Fever along such routes re-survevs should be made 
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from, time to time to watch for such possible village to village 
advance of the disease. 

(12) Plans for extension of Protection Test Surveys: It is of 
great importance that protection test surveys should be continued 
in order to test every link of the chain from ^Pest to East and South. 
Tlie proposed surveys fall into two groups — (1) Western Countries 
bordering upon or in close communication with West Afr ica,, and 
(2) Eastern and Southern African countries. 

Dr. Sawyer explained that surveys of group (1) above, i.e., of 
French Equatorial Africa, the Belgian Congo and Angola, are now 
in progress with respect to the Belgian Congo and that arrangements 
have been completed for the surveys of French Equatorial Africa 
and of Angola. These surveys will be organised fr,om Lagos where 
the laboratory tests will be carried out. With respect to group (2) 
arrangements have been made during the progress of this Conference 
between Dr. Sawyer and the representatives of the Eastern and 
Southern African countries for a rapid and intentionally super- 
/ ficial, survey, the laboratory tests to be carried out at Eew York. 
Should positive tests he obtained further more detailed survey’s will 
be required. 

It was considered of importance that the Anglo-Egyptian Sudan, 
not represented at this Conference, should be asked to enter into 
this investigation. 

Such surveys as described above will tlirow light upon the ques- 
tion as to whether the East African countries may be regarded as 
non-inf ected buffer states between West Africa and the orient, or 
whether they already contain donnant yellow fever which might 
flare up upon the introduction of large numbers of non-immunes. 

Dr. Sawyer stated that it is not the intention of the Rockefeller 
Foundation to carry out protection test surveys in Africa indefi- 
nitely, so that in order to utilise the Rockefeller, organisation im- 
mediate use should be made of the existing facilities. 

(13) Laboratories in Africa capable of nndertahing yellow fever 
investigation : It was agreed that upon the termination of the work 
of the Rockefeller Foundation laboratories will be required in 
Africa at which yellow fever investigation may he carried out. 
Dr. Sawyer explained that the Rockefeller Foundation would almost 
certainly be prepared to assist this object by training Government 
Pathologists in this work or even, possibly, by lending trained 
investigators temporarily from the Rorkefpiler Foundation to the 
Government laboratory staff. In addition to the Medical Research 
Institute at Lagos, it was hoped that the French laboratory at 
Dakar would also be available to carry out such work. It, was 
hoped also that the Government of the Belgian' Congo would con- 
sider undertaking such work in the Belgian Congo. With respect 
to the, Eastern and Southern countries in Africa it was'agreed flint 
facilities should he available either at some central institution such 
as the Medical Research Station at Johannesburg or at some centre 
in East Africa, or at both. 
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(14) 'Function of Laboratories undtrtAfcin'g 'y'ellow fever 'ihbcsti-' 
gation : Dr. Sawyer suggested 'that 'the work of 'such laboratoriefe ' 
■with.' respect to yellow fever -work would comprise: — 

(a) 'Urgent wbtk — i.e:\ testing 'sehuh of convalescents "by means 
of protection test as an 'aid to' diagnosis; and testing 'the 

' sera of per&ind wishing ‘to ‘travel. 

• ( 6’); Yaticinatiomof laboratory staff [see section (16) helow]. 

(c) Re-survey work by means -of protection test to he- under- " 
taken from tinie to time. 

(d>) Investigation' of new' problems such as the infectibility of 
• potential- insect vectors' of tli'e disease! 

(15) Importation- of yellow fever virus into non-inf acted coun- 
tries : With reference to the prohibition made by cfertafn inf actable' 

•countries against the importation of yellow fever virus it was agreed 
tliiit the availability of laboratory assistance for yellow fever detec- 
tion and 1 control is of such importance that the Governments of 
African countries should he advised to sanction the importation of 
virus under' licence for use in Government 'laboratories. 

It was pointed out that -furdd mouse-brain virus canhbt 'he 1 re-* 
•converted into yellow fever virus infective to man and’ that, ’ mdre- ' 
over, the risk of infection occurring within a 'laboratory, of outside' • 
from this source, is non-existent provided that the whole' European 
and African staff of the ■ laboratory be immunised by' protective 
vaccination. For the above reasons the importation of virus under* 
.strictly, controlled ’conditions into non-infected countries involves a • 
minimum of risk. The only viruB required for the work in section- - 
14 (a), (6), {p) is the fixed mouse-brain virus. 

(36). Protective vaccination against yellow 'fever : In- comment- 
ing upon the technique of yellow fever protective vaccination by 
MtiSns. of fixed rtfouke-brain virus combined with immune serum < 
Ur 1 . SUtvyer stilted' ’thbt steps'"aTe being taken' in England J to over-' 
•coffie -the' difficulty of obtaining immune serum by immunising a- 
nuihber "of selected regular "scrum donors, and he suggested that 
native “don of s invest Africa 'would no doubt he available. A1-* 
thbugh vaticination/ as noVpratitised,' could not he used to immunise 
a large population it can and should he used to protect persons who 
. arti particularly -exposed 1 -to- infection, laboratory ’staff; etc., and it 
is possible ■ that -the- 'extension ‘of its use* to immunise persons 'who ’ 
wish to* travel hy-aeroplahe may Jin time be practicable,- and' prove * 
useful under pfrrtic'ular' conditions. If human 'immune serum' is' 
used no objectionable reactions me produced as might be the case if 
the sexh Of ‘other immunised animals' ’were Used. 


HI. — Principles- of the International Sanitary Convention for Aerial 
* * - . / Navigation , 1932 .- . - * 

. Sir ’G'eUfgfe’ BUcbflrinfrt* e\ J pla i ned"tlife''priii fei jiles' : of thife" Coriveri- 
tiUrt 'all (1 'tliftt' fHe heed'Of'tliis 'Cbnvett.'ticto afrtsey as’ iri 'tlie' 'case of'tlie' 
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International Sanitary Convention, in order to prevent the imposi- 
tion of needlessly harassing restrictions upon air service. He men- 
tioned the difficulties which were beginning to arise owing to the 
insistence by certain countries upon Hills of Health, visa'd by Con- 
suls, for aeroplanes. Sir George Buchanan pointed out that air 
services are already controlled under the International Convention 
for Air Navigation — the lean- — and that the number of aerodromes 
open for international traffic is already limited, by that Convention 
and otherwise, for the purpose of customs regulations, etc. 

(2) In drafting the new air sanitary Convention th'e Inter- 
national Public Ilealth Office in Paris was able to start with a basis 
that facilities are already provided under the International Sanitary 
Convention for dissemination of information concerning the occur- 
rence of infectious disenses. 

(3) In dealing with the provisions made with respect to yellow 
fever Sir George pointed out that none of the fundamental observ- 
ations upon which successful public health control of yellow fever 
is based have been disturbed by recent studies of the disease (see 
page 24 of attachment A). In view of the comparative ease with 
which aerodromes may he freed from the risk of infection with yellow 
fever the onus with respect to this disease iB laid very largely upon 
the “ exporting ” country. 

(4) "With reference to Article 42 (2) of the Convention Sir George 
explained that the term “ exposed ’’ to infection of yellow fever 
means exposure to definite risk of infection such as contact with a 
known case of the disease or exposure in a house known to he in- 
fected. 

(5) Article 46 makes provision for mutual agreements and under- 
standing between neighbouring infected territories. 

(6) Article 48 makes provisions whereby one of the High. Con- 
tracting Parties may prohibit the landing of aeroplanes within its 
territory under exceptional circumstances, providing that reason 
for such action be stated. The Government of the country exercis- 
ing this power in the case of yellow fever is itself the judge of the 
circumstances which call for its use and for the justification required 
by the Article. 

(7) Points which arose in discussion upon the draft sanitary air 
convention, particularly with respect to the obligations undertaken 
by Governments which adhere to it have been summarised by Sir 
George Buchanan and are attached (vide Appendix 6). 

(8) It was agreed by delegates from the African countries that 
their respective Governments should be advised to become signatories 
to the Convention, it being understood that in such case the respect--' 
ive Governments, in accepting the principles of the Convention, 
agree that, in the event of international air routes being projected, 
the relevant articles of the Convention will be applied in their terri- 
tories. In countries where yellow fever is prevalent the ratification 
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of the Convention will not. necessarily involve the immediate con- 
struction of anti-amaryl aerodromes but it will involve such action 
before such Governments may permit the use of aerodromes within 
their territories for the use of international air service. Information 
gathered concerning the presence of yellow fever, as described in 
Article 36' of the Convention, will be notified as mentioned in Article 
37 to the Office d’llygieue Publiquc and come regularly under review 
by the Yellow h’ever CommKMon which reports at each session to 
the Permanent Committee of that Office. It was suggested that, 
in the absence of special urgency, any now facts about yellow fever 
in a territory might be communicated to the Office in the form of a 
-quarterly or half-yearly statement. 

• IY. — Existing and •projected air-routes. 

Information concerning projected air-routes is contained in 
Attachment C. Owing to financial depression it is probable that 
there may he delay in proceeding with certain of the schemes for 
new trunk routes which are projected. 

While no regular air service exists as yet between countries 
known to he infected with yellow fever and "countries believed not 
to be infected, there is every reason to bo prepared for such sendees 
being planned and put into operation. (Map S.) 


Y .—Measures applied or projected, for Acdrs and Yellow Fr.rrr 

control. 

(1) By Governments of countries in which yellow fever is 
endemic, : Methods of Aedcs control, as' carried out in the Gold Coast, 
(see Attachment E) and iu Kigerin were described; the importance 
of the following points was emphasised:— 

(a) Institution of pipe-borne water Bnpplics in towns, with ade- 
quate supply to the native section of sucli towns. 

(h) Routine eradication of Aedcs breeding and the record of 
Aedcs larval indices. Checking of such larval indices 
by means of adult Aedcs indices. The use of electric * 
torches,, or other illuminant, by sanitary inspectors for 
both larval and adult Aedcs surveys was advocated. 

(c) Segregation of the highly susceptible European population 
i in European residential areas protected from native 
towns by a building-free zone of at least 440 yards. It 
was pointed out that the main value of European residen- 
tial areas is that these can be kept free, or almost froc, 
from ' Aedcs infestation, so that the importation of a 
, person in the. incubation period of tlie disease will not 
lead to on outbreak of vellow fever. The advantage of 
the limitation of numbers of African servants and of their 
dependents particularly their children was stressed. 



(d) Education oi -European anil African population conce rnin g 
the method oi t run-mission ot yellow lever. 

(<■) Importance of tin' medical stall noli tying any case which is 
in any way suggestive of yellow fever ns a suspicious 
case oi tin* disra-e, and Mili<eijucnt checking of the diag- 
nosis hy protection tests in case oi recovery, or by post- 
mortem examination in ca-e of death. Although not 
absolutely pathognomonic it is recognised that the mid- 
zonal neci osis anil cn-inophylic degeneration of liver 
rolls, found so typically in yellow lever, is of high diag- 
nostic value. 

ft!) f/y (foreinmcnt* »t countries whteh arc infeetable with 
>l< lfr>ir feet i : 111. Dnma- Mma. lepieseiiting Anuida, produced evi- 
ilence that yellow lever existed in Angola from 18fi0 until 1900, hut 
he stated that no ease- suggestive of yellow fever have been reported 
since JJHH). 

Mo>l delegates reported that with some exceptions, no detailed 
A rife* Surveys have been made in Ea-torn, Central and Southern 
African Territories. 

It was also reported, however, that there me many regions in 
these countries in which the Aedes density must lie sufficiently high 
to lender them infeetable with yellow fever, and it is reasonable to 
assume that this applies to other African countries not represented 
at this Conference. Moreover, the regional oecnrrenre ot Dengue 
Fever tluoughout Africa -upports the above view. 

It wa- agreed that iurther Aedes survey work is desirable, anil 
that considerably more active Acdc* control should he undertaken 
thnn is at piesent the ease at points in infeetable countries which 
may he coii-idcred to he paitieularlv vulnerable to the introduction 
of yellow fetor infection. Information concerning the Acdcs in- 
festation along motor and trade routes ronnecting "West Africa with 
East Africa would he of gi eat value. 

YI . — Statement of delegate representing the Government of India . 

General Graham outlined the history of ,the attitude taken by 
the Indian Government towards the possible risk of the introduction 
of yellow fever into India, lnving special stress upon the immense 
population at risk and upon the difficulty which would he experi- 
enced in the eradication of the disease if once established. He 
pointed out that an Acdrs survey undertaken at some of the mafor 
ports in India before the War, revealed a high Acd.es infestation, 
and that owing to the condition of life in large Indian towns. Art c. 
control is exceedingly difficult. .Observations published concerning 
the possibility of protracted inrnbntion periods of the disease in 
man and of protracted infeetivitv periods gave further cause tor 
anxiety. 
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For the above reasdns and to meet the jioint of vietc of the Gov- 
ernment of India, General Graham sttited that thfe OfSde Inter- 
national d’Hygiene Publiqiie had altered Article 48 d£ the Air 
Sanitary Conveiition to read as in the present draft, and had record- 
ed their views of its interpretation in their proces-verbaux. 

The Government of India meantime felt that, although anxious 
to avoid interference with the ratification of the Air Sanitary Con- 
vention, yet in the light of available information and in accordance 
with present conditions, prohibition of air traffic from yellow fever 
areas to susceptible areas was the only reliable safeguard. 

General Graham stated that the discussion at this Conference 
would be of great assistance io the Government of India as defining 
the concerted action io be taken by the Governments of susceptible 
countries in Africa; but, in view of the possibility of the introduc- 
tion of yellow fever into the Sudan or Enst Africa, owing to a break- 
down in measures taken in any one link of the chain from west to 
east, the position still required further consideration before the 
future action of the Government of India can lie decided upon. 

Conclusions. 

1. None of the fundamental observations upon which public 
lieUlth control of yellow fever is based have beeri disturbed by recent 
knbwledge. Although under exceptional conditions the incubation 
period in inan may he protracted or the infectivity period may he 
prolonged, and although experimentally a wider range of dispersal 
of the mosquito vector has been shown to be possible,, yet for prac- 
tical purposes public health control of yellow fever can he based 
upon the observations that yellow* fever is transmitted from actual 
human cases only in the first three days of the attack, that the 
incubation period of new coses does not exceed six days, that the 
agent of transmission is a domestir mosquito which remains in, or 
in the immediate vicinity of, the house where it has fed, and that 
the insect after feeding upon on infected case must survive for 
twelve days before it con transmit the virus to another person. 

2. Tlife mouse-brain virus protection test may be accepted as 
specific for yellow fever. [Section II (2) of Summary.] 

3. Large areas in' Central, Eastern and Southern Africa, believed 
at present' to he free from yellow fever infection’, must, he regarded 
as infe'ctable. [Section II (8) of Summary.] 

4. It is of obvious importance that immediate action he taken to 
ascertain the position with respect to the presence of the disease, un- 
suspected, in endemic form, and also to the susceptibility of the 
population to the disease, in those African countries in which yellow 
fever has. so for been- unknown. In these inquiries the Government 
of the Anglo-Eirvptian' Sudan, not represented at this Conference, 
Bhofild he invited to participate. It is satisfactory to record that 
action recommended in this section is already -envisaged in French 
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Equatorial Africa, as well as in Angola ; that protection test surveys, 
have already been commenced in the Belgian Congo, and that 
arrangements are now in progress for similar surveys to be carried 
out in Union of South Africa and Bechuanaland Protectorate, 
South-West Africa, Mozambique, Southern Rhodesia, Northern 
Rhodesia, Tanganyika, Kenya, Uganda and Zanzibar. [Section II 
( 12 ) of Summary.] 

i 

5. Steps should be taken for the provision of equipment and for 
the training of staff at appropriately selected and placed labora- 
tories in Africa, where necessary work on yellow fever can be carried 
out after the termination of the detailed work covering many parts 
of Africa which is now being undertaken by the Rockefeller Found- 
ation. Such work would include the performance of protection tests 
and of protective vaccination. [Section II (13) and (4) of 
Summary.] 

6. For the purposes of paragraphs (4) and (5) above, the import- 
ation of fixed mouse-brain yellow fever virus should be permitted' 
in laboratories in Africa under Government authority and control. 
[Section II (15) of Summary.] 


7. The co-operation of the Rockefeller Foundation in the estab- 
lishment of laboratories for yellow fever control advocated in para- 
graphs (4), (5) and (6) above, in the manner suggested by 
Dr. Sawyer, is particularly welcome. [Section II (13) of 
Summary.] 

8. The action taken by the British Government in providing- 
facilities in England for protective vaccination against yellow fever 
deserves attention, and it is hoped that other administrations con- 
cerned with public health work in Africa will provide similar- 
facilities, at those laboratories where yellow fever work is being 
carried out or is being projected. [Section II (16) of Summary.] 


9. The risk that infection with yellow fever from west to east 
may spread from village to village by the opening up of new trade 
and motor routes should be taken into account. It is hoped that 
the present position along such routes may he determined by protec- 
tion test surveys of the population, and that the position thereafter 
may he reviewed from time to time by re-surveys. This slow method 
of spread of the disease may ultimately prove more capable of 
breaking down our defences than the more rapid spread which 
result directly from modern fast means of transport.' In this 
connection it is suggested that the excellent motor routes winch 
now exist from the French Cameroons across French Equatorial 
Africa and the northern section of the Belgian Congo, need to be 
considered in connection with risk of infection to the Anglo-Effvp- 
tian Sudan and to Ugandn. [Section II (11) of Summary.] 


10. Although the possibility exists of transport of infected mos- 
quitoes bv air, rail or road, it is considered that the greatest risk, 
or at least the more difficult risk to avoid, consists of the transport 



57 

of a person during the incubation period of the disease. [Section 
11 (10) of Summary.] 

11. It is agreed that the Governments of African countries 
should be advised forthwith to accept and ratify the International 
Sanitary Convention, 1932, for Aerial Navigation. [Section III of 
Summary.] 

12. The systematic communication of new facts in regard to 
yellow fever in Africa to the Office International d’Hygiene Publi- 
que in Paris, for consideration by its Yellow Fever Commission, is 
provided for by the above Convention and this system should he 
utilised as fully as possible. [Section III of Summary.] 

13. Yellow fever control, as now caried ont in the West African 
Colonies, is an important factor for the protection of neighbouring 
Colonies from yellow fever infection, and it is important that these 
measures should he continued and this efficiency augmented. 
Special stress is laid upon the provision of pipe-borne water supplies, 
active destruction of Aeries in' towns and villages, and the segrega- 
tion of non-indigenous populations in residential areas in which 
effective Aedes control can be maintained. [Section V (1) of 
Summary.] 

14. The Health Departments of African countries believed at 
present to be free from yellow fever infection Bbould obtain more 
information concerning the Aedes infestation than is now available, 
and should introduce or make effective measures for the control of 
Aedes (including larvae) in those centres at which risk of introduc- 
tion of yellow fever infection is specially to he apprehended. [Sec- 
tion Y (2) of Summary.] 

i 

Veterinary Aspects of Aircraft Development [ Agenda V. 1 (2)]. 

A paper on “ Transmission of Animal Diseases by Aeroplanes }> 
was presented by Dr. P. J. du Toit, Director of Veterinary Services 
for the Union of South Africa, and a delegate (see Appendix 27). 

He developed the close connection between yellow fever and some 
diseases of animals and thought that it was only accidental that 
yellow fever was hot an animal disease like Rabies. Foot and 
, mouth disease was both animal and human. He referred to the in- 
fluence of the war in inaugurating a changed Tiew point regarding 
transport and its dangers ; to the fact that aeroplane*: were a minor 
risk compared to some others ; to the case of the dog in an aeroplane 
introducing Babies into the United Kingdom; and insisted that no 
amendment of dlie. International Sahitary Convention, 1920, seemed 
to be needed but only local measures to cover the risks. If, how- 
ever, air traffic in animals showed signs of increase, thp Paris 
Bureau might then work specifically on the subject. It was sug- 
gested in the discussion that animal disease wl?'t handled differently 
because of the difference in the relative values of life and that in 
any case the dangers were rather regional in character. 
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PLAGUE. 

Plague was considered in plenary session on tlie 18th, 21st, 24th 
•and 25tli November aid n demonstration of cyanide fumigation of 
rodents was given in the field on the afternoon of 22nd November. 

The discussion was confined to South African plague; and the 
remarks which I made on certain aspects of our experience with 
Indian plague were made at the request of the Chairman at the 
end of the discussion and by way of giving additional information 
and a new view point. All African delegates in order made state- 
ments giving their experiences. 

(1) Union of South Africa: (a) The discussion was introduced 
by Sir E. Thornton who read a paper on “ The position in regard to 
Plague in the Union of South Africa ’* illustrated by maps (vide 
Appendix 14). This dealt very lnrgely with rodent plague, both 
domestic and veldt, and with human outbreaks in association with ■ 
it. 

(6) It was followed by a paper on “ The plague situation in 
Ovamboland ” (South West Africa) by Dr. Ilisnbeeck of Windhoek 
( vide Appendix No. 15). This also dealt with rodent plague and 
was illustrated by maps. 

A note by Dr. Morgan, Ministry of Health, on various papers 
piesented at the Ollice International d’ Hygiene Publique on tlie 
appraisement of the value of inoculation as a protective measure was 
circulated (see Appendix 19). 

Union of South Africa Pamphlets 317 (Health) on Plague Pre- 
vention and Rodent Distribution; and 321 (Health) on Rodents 
were distributed (vide Appendix 16 and 17). 

(2) Angola: Dr. Damas Morn then read his very interesting 
paper which had been circulated on “ Plague Epizootic in South- ^ 
•ern Angola (Measures taken by the Department of Health and 
results obtained) ” (see Appendix 18). 

(3) Kenya (Dr. Gilks) said that Kenya was considered One of 
tHe world’s endemic centres and much work had been done on plague 
there. The primary vector was not gerbils or the other veldt 
rodent — though these are infected — but Rattus rattus (the domestic * 
rat), and its spread corresponds accordingly. They make their own 
vaccine according to Haffkine’s method and rely on it and it is m 
demand ; but rat extermination is encouraged and many are killed. 

"The exact amount of plague is problematical as there is no reliable 

system of birth and dentil registration. In 1931 and 1932 no cases 
of plague weie recorded. Cyano gas is being used. 

(4) Uganda: Dr. Lee said that inoculation by Haffkine vaccine 
had been abandoned now. 56,000 deaths from plague had occurred 
during the Inst 20 years. He read a short note. Rodent deaths were 
Investigated. Freedom from plague in Uganda was unlikely 
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because of the nature of the country. News of human plague is 
received in one day, of rodent plague in two days. 

(5) Tanganyika: Dr. Scott said that plague was endemic long 
before ,the original -British occupation .in 1894 and that the original 
J900 infection had an Indian origin; and it was highly probable 
that veldt rodents became infected from this source. There had 
been many outbreaks which he referred to in detail. In 20| years 
52,907 people died of recorded plague. 

(6) Sechvanaland : Dr. Dyke said they had retrenched their 
plague inspectors owing to their doubtful utility. In the Kalahari 
enquiry the natives were fully alive to the significance of rodent 
mortality as field mice were the food of the herd boys. In 1932, 
after Ovamboland outbreak, there had been a survey by tbe Union 
Government of the northern area of Union, i.r.. South Beohunna- 
lnnd. There had been rodent mortality: but nothing for tbe last 
three rears. They had had no definite rase of human plngue. 

(7) Portuguese East Mozambique : No remarks were offered. 

(S) North Rhodesia: Dr. Haclennan said that only one epi- 
demic — that of 191G-17 — had occurred. It lasted only a year — over 
,two million rats being destroj’ed. It was reported by Kinghom. 
The Zambesi .river and bcareity of lood no doubt binder its -q trend. 

(9) Nigeria : Dr. Johnson said that after Sir E. Thornton's visit 
he examined the position during his tours. Their last plague case 
■jvas in April 1931 and the date of last infected rat found was August 
1931. There might be a possible slow spread by bush rodents into 
the hinterland. 

A general discussion then followed which was taken part in by 
Drs. Park, Orenstein, Johnson, Graham, Mora, Naltle, Ilinsbeeok, 
Heoti, Park Boss, -Thornton and Buchanan. This touched on the 
meteorological conditions in burrows; bacteriophage; technique of 
HCU fumigation of burrows ; rail transport and handling of grain 
vfor shipment in Natal. Dr. Park Boss, in regard to the latter, 
staled that with the elevator risks were eliminated very largely; 
But some maize came in bags and was 4 or 5 days on tbe railway. 
This was treated in stacks in the open with HON gas for the good 
name of the port. One shilling per rot was paid by the Maritzhurty 
Corporation for those killed on trucks fiom Mnriizburg, the work 
being well done by boys. Difficulty occurred with eases of goods 
of mixed kind. ■TTe was pleased with General’ Graham’s statement 
regarding the Port of Bombay. " 

- -Sir E. Tliornioy'mid thnt there was definite evidence of plasrue- 
infected rats coming from the ports hut not vice. rend. Regarding 
inoculation, the African yas probably not so sophisticated as the 
Indian and mass inoculation had 'to 1m considered with , the African 
psychology. f/V.Z?.— This in ray,' opinion undoubtedly enterpd into 
.the jane’sHonof tiie unpopularity, of plague inoculation in the Union.] 

Tlycir serum therapy ’ statistics .were of very little • value. Wild' 

* - * * * ,,k * 
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rodents flourished in cultivated gi oun'd; hut jackals and vultures 
had been largely exteiminated, these being the natural enemies of 
the lodents. 

Regai ding the survey of the Angola bordei, this could he 
ai ranged for and would he' done by one of Ins chief rodent inspectors. 

The draft lepoit was considered on 24th November, and, after 
(pi tain amendment'- had been made, w ns adopted b\ the Plenaiy 
Confeience on 2jth Noiemhei (irrfr Appendix 20) Its title w as 
** Repoii on the position in legnrd to and measures employed to 
combat plague in the Union of South Afiica, the mandated territory 
of South West Africa, Angola, the East African Colonies and Pro- 
teetoiates, Peehuanaland, and oihei African countries represented 
at the Confeience. 5 ' 

The conclusions of this repent are appended herewith: — 

{i) In South Afina the dissemination of plague depends pimei- 
pally on infection of mid lodents, in other parts of Africa the 
domestic rodents play the determining idle. 

In South Africa there is little danger of uiban outbienks of 
plague inasmuch as towns aie protected by the buildmg-out of 
lodents, by anti-iat liieasmes, and in some instances, by rodent- 
fiee belts. The pioblem is chiefly lural, and attacks on veldt 
lodents by means of trapping, gassing and poisoning are the princi- 
pal anti-plague measuies. 

In East African countnes local conditions aTe often unfavour- 
able to an efficient anti-wild lodent campaign, e\ en if such were 
necessary. Wheie the multimnnmiate mice and othei similar 
lodents play an unpoitant part, as seems the case m ceitnm aieas, 
an anti-wild rodent campaign would have to be undertaken; gene- 
lally speaking however in East African countiies anti-plague 
measuies can he directed principally against domestic rodents. 

In East Africa it would appeal that the presence of Rattus 
lattus militates against the invasion of building by niultunammate 
mice and similai lodent species, which were foriueily domestic 
indents in these countries. 

(li) A prunaiy lequnement, from the international point of 
view, is the sending, at suitable intervals, of infomiation to the 
Office International d’lfrgiene Publique legnidmg new evidence ob- 
tained about the extension of rodent plague and the measures taken 
to deal with it; in this way a record is available to the health ad- 
ministrations of all countries interested. Examples havey been 
bi ought to the notice of the Conference of co-operation having taken 
place between countiies infected with plague and otliei * which have 
been threatened with the possibility of outbreaks. Theie cnn.be 
no doubt that great benefit has resulted from this co-opeiation which 
has taken various forms ; in one instance a conference was arranged 
to decide upon mutual action by the representatives of the Health 
Department of the Union and officers from South "West Africa 'and 
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Angola; in a second instance a rodent survey of a portion of 
Bechuanaland Protectorate was carried out by the Union Health 
Department acting at the request of the Bechuanaland Government. 
'The great importance of co-operation was realised and it was thought 
that even more could be effected in the future by local agreement 
between neighbouring countries and by following up notifications of 
epizootics or first cases of plague by communications outlining the 
course of the spread of epizootics or epidemics from time to time. 
.Some anxiety was expressed as to whether the epidemic in South 
West Africa was under proper control, and it was thought that, if ’ 
a rainy season occurred, it might bo necessary for the administra- 
tion responsible materially to strengthen the staff to enable the 
•outbreak to be efficiently handled. 

(iii) Much has yet to be learned regarding the protective efficacy 
of anti-plague vaccination in different circumstances and the degree 
of importance which should he assigned to this method of protection 
.among those available for preventing the extension of human 
plague. The Conference noted that special enquiries on this sub- 
ject are not in progress' at the Office International d 'Hygiene l 3 obli- 
que, in which it is evidently desirable that African health adminis- 
trations should fully participate. At the moment it was only 
possible to note the principal facts contributed by the Delegates 
present in regard to ,the employment of vaccination in their terri- 
tories. 

In British India, as is well known, anti-plague vnccination 
. (Haffkine) is practised on a large scale as one of the routine pre- 
. . cautionary measures, and is reported, on the basis of large experi- 
ence, to be attended with considerable success. A vaccine prepared 
. locally according to the Haffkine method is employed in South and 
East Africa. Vaccination of the mass of the population against 
plague is not now attempted either in Kenya or Uganda ; but vac- 
• eination is, however, still used on a considerable scale for contacts 
in infected areas in Kenya, as also in Uganda and Tanganyika 
.•though to a less extent. 

In Afgola, the vaccine employed is obtained from the Pasteur 
Institute in Paris, and has been utilised on a large scale for prophy- 
lactic work when plague occurs. Little use is made of anti-plague 
vaccination in the Union of South Africa. 

In general, vaccine is made available to and employed for the 
•close contacts of infection, e.g., those engaged in anti-plague work. 

(iv) "Disinfestation and disinfection of shipping was discussed 
and the attention of the Conference was drawn to the standards in' 
- respect of HCN and SO, ngreed upon by the fumigation Commission. 
. - of the Health Committee of the League of Nations. 

- (v) During its session the Conference had the, advantage of wit- 
V* messing a demonstration of the gassing of wild rodents by the use 
of cyanogas dust — a method which has been very efficiently deve- 

‘ c 
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o£ this and similar methods of plague control, as well as in alL 
aspects of plague research, it is important that African administra- 
tions should take as active a part as circumstances and opport unit ies 
permit, in order to add to our technical and scientific knowledge. 

The economic aspects of rat destruction as distinct from disease 
dissemination must not he lost sight of in view of the extensive 
damage to property and food stuffs for which rodents are responsible. 


SMALL-POX. 

Small-vox Discrbsiox. 

The terms of reference [ride agenda item Y (1)] were “ The 
adoption of uniform regulations for the prevention of the intro- 
duction into Southern and Eastern Africa of small-pox from 
India 

This question had been referred by the Conference to a sub- 
committee composed as follows: — 

Dr. Gilks (Kenya) — Chairman. 

Dr. Smith (Zanzibar). 

Dr. de Sousa (Portuguese E. Africa) 

Dr. Parle Boss (Union of S. Africa, Natal). 

Dr. Scott (Tanganyika) — Rapporteur. 

This sub-committee met on 15th. 21st and 22nd November and' 

Sir G. Buchanan and Sir E. Thornton attended all the meetings. 

• 

Major-General Graham was asked to open the proceedings by 
making a statement. He summarised the history of the question 
at issue bringing the position up to the present date and touching 
on the role played by tli'e Office International d’Hygiene Publique 
in the matter. 

Brief History: The regulations which various countries closely 
concerned with the passenger traffic from India hare enacted with 
a view to preventing the spread of the infection of sniall-pox by 
' passengers from India vary considerably. The lack of uniformity 
in the regulations results in much inconvenience in practice to 
passengers and port authorities generally, and it is difficult to 
ensure that intending passengers comply with the requirement? 
of the particular country to which they are proceedin 
Government of India considered that it would he to the 
advantage if all the countries concerned were to agree 
adoption of a uniform set of rules on the subject. In October. 
1930. they accordingly requested the India Office to ascertain, 
whether the Governments of Persia. South Africa, Kenya. . 
Tanganyika, Portuguese East Africa, Egypt, Zanzibar. Prance unrt , 


g. The 
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Italy, would be willing to frame a uniform rule prohibiting the 
landing at their ports of passengers from India unless they: 

(i) cam' reliable certificates of vaccination performed not 

less than twelve days and not more than three years 
prior to the date of embarkation from India; or 

(ii) bear marks of baring had small-pox previously; 

(iii) are iususceplible to vaccination or revaccination owing to 

previous successful vaccination or other cause. 


2. Heplies to this representation were received from Egypt, 
Zanzibar, Tanganyika, Italy, l’ersia, South Africa and Portuguese 
East Africa. A summary of these is given below: — 

The Egyptian Quarantine Board agreed that the rule suggested 
by the Government of India would be suitable in normal times 
Subject to the amendment of clause (iii) so as to read ns follows: — 

(iii) bears positive signs of previous vaccination. 


The Board thought that clause (iii) of the rule as dratted by 
the Government oi India was too indefinite and left the door 
open to people morally recalcitrant to vaccination. 

In times of epidemic, the Board wished to insist on the pro- 
duction of vaccination certificates from all passengers as in clause 
(i) ot the rule suggested by the Government of India, since they 
'considered that there was no guarantee ol immunity in the case 
•"of persons covered by clauses (ii) and (iii) of the rule. Egypt 
1 being thoroughly protected against small-pox by compulsory vac- 
cination applied to natives and Europeans alike, and having been 
free for several years from a single case of the disease, the Board • 
unshed to leave no possible loophole for the entry of the disease. 

The Government of Zanzibar were willing to accept the proposal 
of the Government of India, subject to similar action being taken ‘ 
by other East African Governments, and on the understanding that ‘ 
the final judge ns to whether a vaccination certificate was reliable, . 
•or whether a particular person was insusceptible to vaccination or 
revaccinntion, should be the Port Health Officer at. the port of 
disembarkation. They thought it essential that, as at present, 
the Port Health Officer should have authority to detain any pas- 
senger in quarantine at a suitable sanitniy station until the in-,- 
cumbation period of small-pox had elapsed if ho had reasonable • 
grounds lor doing so. In this connection they stated that a - 
passenger from Bombay who subsequently died of ’small-pox in 
Zanzibar declared that be had not been vaccinated and bad not 
even seen the medical practitioner of Bombay who was alleged to 
have issued the certificate. 'of successful vaccination produced hv 
him. 

The Government of Tanganyika (Kenya and Tanganyika go-, 
together for quarantine) preferred that all passengers from India 
should be required to produce a certificate of vaccination success- 
fully performed not less than twelve days and not more than six 
Iff ‘ c2 
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months jnioi to embarkation. They suggested this course because,, 
in tin* opinion of their Dim tor of Medical and Sanitary Services, 
it nas generally possible to determine from the condition of the 
.seal whether .successful vaccination had been performed within. 
>i\ months, hut it might he very diliicult to ascertain this if the 
sear was a year or mote old. 

The (uirirntw at of / to!,/ agreed that tlnee years should be the 
maximum period prior to embarkation within which vaccination 
should be carried out. As regards the ptopo-al that vnccinulion 
should he canied out not lo-s than twelve days j>rior to embarka- 
tion, they i ••served their opinion until the decision of (he .Small- 
iiox Commission oi the (tfliee International on iliis point was 
Known. 


The mni riil of Persia accept td tin* proposal subject to the 

following observations :■ — 

fi) That passengers arriving from the ports of India should 
carry reliable certificates of vaccination against small- 
pox showing that the said vaccination had been per- 
formed wiiiun a period ol not le«s ilian twelve days 
and not more than three years prior to the date of 
embarkation from India, it must, however, he men- 
tioned in the certificate that the vaccination had a 
positive result finis proved successful), since it might 
happen that a poison vaccinated some two years pre- 
mousIv was at that time immune from the disease and 
the vnecimition therefore did not take, hut in the course 
of two \eats he may have cea-ed to lie immune. 

(ii) That in nornral times- when a person hears marks of 
natural .sniall-po\ the vaccination certificate might be 
dispensed with ; hut in time of epidemics those who hnve 
sufVeied from small-pox should he vaccinated since even 
the fact of having marks of natural Mriall-pox does not 
give entire immunity from the disease for a whole life- 
time. It has been often observed that stteh people have- 
again been attacked by <mnll*pox. 


(iit) That pet.son.s who have been previously vaccinated or on 
whom, fot satisfactory reasons, the vaccination has not 
taken, will only he admitted if the revaceination J>e not 
more than one month nor less than twelve days old; this 
stipulation holds good even in cases where the vaccina- 
tion has proved unsuccessful. ' 

The Government of the Union of South Africa accepted con- 
ditions (ii) and (iiil of the proposal contained in this Deparfmen 
letter Kb. 359-11. fG.), dated the filli Oetoher 15)30: hut they were 
not prepared to accept condition (i) because they thought ^tlrat 
the period of certificates of successful vaccination should he not 
less than sixteen days and not more than three years prior to the 
date of embarkation from India ' against the period of * n °t l*** 8 
than twelve days and not more than three years prior to the date- 
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of embarkation from India ’ proposed by the Government of India. 
The reason given by the Union Government in support of their 
attitude was that sevcrnl cases of small-pox had occurred in the 
Union on the 14th daj- after vaccination. Otherwise they were 
prepared to alter the existing regulation. 

The Portuguese Government stated that the means of protection 
to be adopted against tile introduction of small-pox originating 
in India were regulated in the Portuguese Colony of Mozambique 
by the prescriptions laid down in the International Convention 
of Paris of the 21st dune 192(i. 

Procedure for the passengers disembarking at the port of 
Loureneo Marques and proceeding to their destination in the Union 
of South Africa by the land frontier the Pori Health Officer draws 
up a list showing: — 

(a) those passengers who had been vaccinated successfully 
against small-pox; 

(h) those who had been vaccinated or revaccinated without 
success, and the reasons for the failures; 

(c) those who had not fulfilled the above conditions. These 

- are vaccinated and remain under sanitary supervision 

for 14 days and are only allowed to continue their 
journey at the end of that, time; 

(d) certificates of the disinfections effected. This list is then 

✓ forwarded to the British Consulate. 

The Portuguese Government aTe of opinion that these measures 
could be replaced without any inconvenience as regards the sanitary 
protection of the ports, by the three rules suggested by the Gov- 
ernment of British India, which would enable the rigorous mea- 
sures contained in (<•) above to be alleviated, provided that tbp 
Indian Health authorities, in some sure manner, prevented the 
embarkation of emigrants who were not in possession of proper 
vaccination certificates. 

The Colonial Office in their letter “ Despatch Miscellaneous” 
dated the 30th June. 1931, to the Governments of Kenya, Tanga- 
nyika and Zanzibar stated that the proposals of the Government 
of India were generally acceptable, subjpet to an understanding 
that supplementary enquiries might ho made 'in ports of disem- 
barkation, in special circumstances or ns a means of controlling 
the efficiency of the system. The Colonial Office accordingly sug- 
gested to these Governments to proceed on the above lines in the 
eases of all passengers arriving from India in the future.. The 
Government of Tanganyika have actually given “ffeci to the pro- 
posal. 

. Present position : Major-General Graham then recapitulated the 
various phases of this question explaining the nature of the error 
made by flic Office International d’Hygiono Publique in substitut- 
ing for " reliable certificates of vaccination ” the, words “ certi- 
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Heatcs oi hiicw.H-.lul vaccination the course he had taken with 
the *' Office " in asking that this interpretation he altered unless 
it was agiced that it he interpreted so liberally as to include 
unsuccessful vaccinations performed on inumincs; and the final 
result which was embodied in (he proees-verhaux of the Mnv 1933, 
page 133, .session of the “ Office ”. 

He further explained Jimv this lost btatemenl had not reached 
apparently the Government oi the Union before it was resolved 
to discuss the matter at the Cape Town Conference and he con- 
tended that the whole question at issue resolved itself into whether 
the Government of the Union of South Africa was prepared now: 

(a) to accept this final statement by file Office International 

tl’ Hygiene Publique, i.c., that the vnrcinntion or le- 
raceination should he not more than three years and 
not less than twelve days before embarkation, 

(b) to agree that certificates of vaccination or levaecinntion of 

a sufficiently reliable character he accepted. 

If so then the only question remaining would he for Govern- 
ment of India to agree to explore every avenue possible in order 
to ensure the reliability of the vaccination certificates. 

Rapporteur's memorandum : Dr. Scott a« ^Rapporteur had cir- 
culated n typed memorandum to form a basis for discussion copy 
of which is attached (ride Appendix 2*3) hut the main ground had 
already been coveted by Major-General Graham in his introduc- 
tion oi' the subject. This memorandum, however, helped to precise 
the issues and to clarify the subsequent discussions. 

Dr. Park lloss, Assistant Health Officer for ?Tatal in the Union 
of South Africa, under whom comes the work of the Port Health 
Officer, Dm ban, submitted a typed memorandum, copy of which 
is annexed ( ride Appendix 25) and gave an expose on the situa- 
tion from the Union point of view. Various aspects of this were 
challenged by Major-Geneial Graham, but there is no proces-ver- 
ltnux of the proceedings of this sub-committee. 

Much was made by the Union delegate of the fact that India 
had not yet ratified the Convention : hut appeared anxious to claim 
any advantages in regard to maximum measures which signatories 
had a light to expect. In the discussion South Africa’s attitude 
to the colour question obtruded. In a highly protected country 
they insisted on the need for drastic measures amongst the coloured 
population especially as concealed oases of small-pox had been dis- 
covered amongst the lower clnss Indian population which gave 
them much trouble. European standards were obligatory and 
these regulations, though perhaps drastic, were not more so than 
those of United States of America and Australia. The “ Ccrh- 
ficate ” hughenr was touched on verbally in his' memorandum; 
also the need for the vaccination of supplementary Indian crews. 
General Graham reviewed the Union regulations and gave expla- 
nations regarding registered practitioners and tlieir certificates ana 
regarding the difficulties connected with official countersignatures. 
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Dr. Ross asked for definite evidence on the certificates of (1) the' 
results of revaccination, (2) the nature and quality of the lymph 
used, (3) the status of the signing practitioner and Major-General 
Graham made further explanations regarding the difficulties of 
meeting these. 

The Portuguese delegate stressed the necessity for reliability 
in the vaccination certificate as this was the weak point. Other 
delegates expressed their approval generally of the position as 
outlined by General Graham, especially in view of the assurances 
which he gave that he would do his utmost to try to enhance the 
reliability of the certificate through the action of the Central and 
Provincial Governments. Finally a report was drafted and this 
was submitted to the Plenary Conference on 24th November and 
adopted; It is as follows: — 

At the first Plenary Session of the Conference the Committee 
on Small-pox was constituted, the members being — 

Dr. ,T. L. Gilks. 

Dr. W. H. Smith. 

Dr. J. de Sousa. 

General J. D. Graham. 

Dr. G. A. Park Ross. 

Dr. It. R. Scott. 

Sir G. Buchanan and Sir Edward Thornton attended all the- 
meetings. 

(2) At its first session to elect office bearers the Committee 
elected — 

Dr. J. L. Gilks — Chairman, 

Dr. I?. It. Scott — Rapporteur. 

(3) Subsequently, meetings were held on Monday and Tuesday, 
21st and 22nd November, 1932. at the first of which the Chairman 
read the terms of reference, which were — 

“ To consider the adoption of uniform regulations for the 

prevention of the introduction into Southern and Eastern 

Africa of small-pox from India.” 

(4) It was pointed out that the question had arisen owing to 
the different requirements of the East and South African Govern- 
ments in respect of vaccination of immigrants. Such immigrants 
had in the past been responsible for outbreaks of small-pox on 
board ship, and in their country of destination — sometimes having 
travelled on healthy ships, arriving within the period of incuba- 
tion. 

(5) The correspondence which had taken place in an effort to 
secure agreement on the points in question between the Govern- 
ments of the United Kingdom, India, South Africa and the 
Colonies was mentioned — as also were the discussions at the Perma- 
nent Committee of the Office International d’Hygiene publique. 
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(6) Tlie Paris Convention of 1926 (which, has not yet been 
ratified by the Government of India) provides for the conclusion 
between Governments of agreements as to the preventive measures 
to which emigrants shall be submitted in the country of departure, 
so as to ensure that medical rejections on arrival may be reduced 
to the fewest possible (Articles 21 and 57). 

(7) Pull discussion eventually secured unanimity on the ques- 
tion of what would secure protection of an individual from small- 
pox, viz., vaccination effectively performed not less than twelve 
days nor more ihan three years previously, or a previous attach 
of the disease. It then remained for the authorities at the port of 
embarkation to evolve such 'administrative procedure as would 
secure that emigrants should be in a protected state before embark- 
ing, which would afford secui ity both to the ship in which they 
travelled and to the country of destination. 

(S) It was agreed that the Health Officer at the port of dis- 
embarkation had full discretion to inquire into and act in accord- 
ance with his judgment as to the protection of and as to the sanitary 
guarantees available in any individual case; for the Convention 
provides that each Government shall determine the procedure to 
be applied in its own ports to arrivals from any foreign port 
(Article 15). Thus arises the question of what evidence of pro- 
tection the Port Health Officer shall require from intending immi- 
grants from India. 

(9) Memoranda dealing with existing and proposed procedure 
were circulated to members of the Committee, and it became ob- 
vious that some form of certificate must he -evolved which would 
afford reliable information indicating the protection possessed by 
the individual, and which would be as proof as possible against 
the various abuses described as common among the class of deck 
passenger mainly concerned in the case. It was made clear that 
the persons among whom virulent small-pox had most frequently 
occurred were persons of the poorer class, who tended to conceal 
the disease when it appeared; and that they, as a class, were the 
persons whose sanitary 7 guarantees were usually unacceptable. Al- 
though such persons are usually 7 Indians, racial discrimination 
does/not enter into the question. 

i\«/(10) The difficulties in regard to medical certification in India 
weTe described, and various proposals for countersignature by r health 
officers of thq certificates of vaccination issued by private practi- 
tioners were discussed. In this connection it is important to imte 
the amended resolution of the Permanent Committee of the Office 
International at their session in April-May, 1932 (Proces-verbaux, 
page 123), to the effect that facilities should he given to every 
passenger — 

(o) if he carries a certificate of vaccination or revaccination 
issued hv a doctor attesting vaccination not less man 
twelve days and not more than three years before the 
date of departure; or ' 



{b) if lie shows scars proving a previous attack of small-pox. 

In tlTTs connection tlie word “ doctor ” is understood to mean 
a registered medical practitioner. 

It was explained that a former wording requiring a “ success- 
ful ” vaccination, was due to a mis-interpretation, which had led 
to misunderstanding. 

(11) It is believed that in so far as any certificate can be re- 
garded as evidence of vaccination, a certificate in the form sug- 
gested would he acceptable if its reliability could be assured; but 
in this connection it will he realised that the origin of a' certi- 
ficate issued by a private medical practitioner in a foreign country 
cannot he verified by the health officer at the port of disembarka- 
tion: and some system of official authoritative verification before 
embarkation is necessary — in order to ensure that ibe individual 
carrying tlie certificate is in fact the person to whom it relates, 
and that the certificate itself has been issued by a registered 
medical practitioner. 

The Delegate from India pointed out that the countersigning- 
of a certificate issued by n registered medical prnctitionei in 
tliat country might give cause for offence in certain quarters, tic 
was, however, prepared to request his Government to consider any 
additional measures which could be taken to ensnre ns far as 
possible the reliability of the certificates of vaccination issued to. 
passengers proceeding to the African coast. 

(12) In the case of infants born during the voyage, as in the- 
case of alleged loss of certificate, the action to be taken will neces- 
sarily he decided by the Port Health Officer at the port of arrival. 

(13) It is important that the protection by vaccination of tlie 
crews of vessels plying between India and Africa should be cu- 
ltured (Article 43). 

(14) The desirability of linking up certification of vaccination 
with the passport system was pointed out, and it is considered that 
the proposal should be further explored. 

(15) To summarise: — 

The Committee agreed that it was desirable to prevent per- 
sons who may be infected with small-pox from embarking on 
ships. The East and South African Governments are con- 
cerned io allow only the immigration of persons who are pro- 
tected from small-pox. 

1 The conditions considered to confer protection are described 
(paragraph 7). 

The* final decision ns to the protection enjoyed by an indi- 
'vidual'rests’ with the Pori Health Officer at the port of dis- 
embarkation, hut reliable certificates may assist him to decide 
• in individual cases; ho will- exercise Iub discretion also in 
the case of infants born during tho voyage, and in other ex- 
ceptional circumstances. 
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The validity of certificate.-. not issued by the health autho- 
rity should he officially attested before embarkation, if they 
are to be of value to the health authority at the port of dis- 
embarkation. 

It wa.. agreed between Mujor-Genctal Giahnni and .Sir Edward 
Thornton that the first move in correspondence in regai d to the 
position as now agreed on would !>e made by the Medical Depart- 
ment of the TTnion Government who would report the findings of 
the Conference’ to the Union tiovormnewt for further necessary 
action with India and the ICitM African countries. 

LEPROSY. 

This was considered by a Sulr-coinrmttec which met on Novem- 
ber 15tli, 10th, Sflrd and 2-ith and drafted a report wliich was 
presented to and adopted by the Plenary Conference on November 
25 th. 

The Sub-committee was opened by a general statement from 
Dr. Willinot (the Rapporteur) regarding leprosy in the Union 
(Appendix 21) and was followed by a series of statements from each 
of the members regarding this problem in their respective areas. 

Dr. Willinot envisaged certain difficulties in accepting the 
classification lnid down in the Manila report. As Chairman and 
as a member <>t the Manila Conierence, I was not satisfied, how- 
ever. that a ro.il attempt had been made to do ibis by an expert 
leprosy clinician a*. tin* objection seemed to hand on the inability 
of Dr. Wade of Culin Leprosy .Settlement. Philipines. who was 
a pathologist, to classify cerium South African leprosy ease* during 
his recent visit to South Africa. The sense of the meeting was 
with me as Chairman in accepting the work of the Bangkok and 
Manila Conferences. The point of view of the Union of South 
Africa hud therefore to be met bv recording their objection and 
difficulty. The accompanying report brines this out clearly and 
contains certain general observations likely to bo of use_ to ad- 
ministrative officials in dealing with leprosy in South Africa. 


Report (abridged) (vide Appendix 22). 

, General : From the ensuing discussion, it was clear that the 
leprosy policy problem and practice in the various Regions of 
Africa varied within very wide limits. 

Bangkok Report: After discussion, the summary and conclu- 
sions contained in this report were found to he acceptable to all 
members. 

Members, while accepting the view that isolation of infectious 
eases is one of the necessary measures in prophylaxis of the disease, 
are of opinion that a comprehensive system of' effective isolation of 
all infections oases is. in certain of the large Regions of Africn, 
not at present a practicable proposition. 
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Members desire to emphasise that any system of compulsory- 
isolation of cases of leprosy must be imposed with discretion, 
bearing in mind not only the public health and social interests 
of the community at large, but also the effect of such measures 
on the Native mind and the danger of undue rigidity causing 
Natives to hide cases which may be highly infectious. 

Any form of propaganda, especially amongst Natives, and any 
measures which will encourage Natives to report early cases or 
leprosy, should he encouraged to the utmost. 

Apart altogether from the question of discharge from leper in- 
stitutions of arrested cases of the disease, members arc in agree- 
ment that the cases or types of leprosy which may he regarded 
as “ closed ” and which, while still showing clinical evidence of 
active leprosy are nevertheless free from bacilli, should not he 
compulsorily detained in any leper institution. 

Manila Report: Members ate in agreement generally with the 
views expressed in conclusions of the report. All arc agreed as to 
the desirability for uniformity of methods and terms in such 
matters as the designation of eases, lesions and nomenclature. 

With regard to the classification suggested in the report, mem- 
bers were iuformed that there are certain sub-types of leprosy in 
South Africa which do not fit in with the proposed classification. 
The matter is, therefore, still under consideration by the Union 
Government. The other members are prepared to accept the classi- 
fication referred to. 

Medical Treatment of Leprosy: In practically all areas some 
form of chaulmoogra oil treatment is in use. Iodised Ethyl Esters 
are being tried out in several of the areas, and in two of them, 
namely, in the Union and Nigeria, this preparation is being suc- 
cessfully manufactured in the manner prescribed in the Manila 
report. 

Evaluation of Terms: While the majority of members are in 
agreement with the definitions of “ active cases ”, " quiescent 
cases ”, and “ arrested cases ”, the South African delegate holds 
the view that the definition of an “ arrested case ” should receive 
further consideration in the light of South African experience, 
which goes to show that in many cases the period cap he reduced 
to one year, provided the bacteriological examination over the- 
yearly period is carried out monthly. 

All members are agreed as to tlm necessity of abstaining from 
mating use of the word “ cure " as applied to leprosy. 

Conclusions : At the outest it was stated that anti-leprotic acti- 
vities and measures in operation in different African States varied 
considerably'. The reasons for this are to • be found in the fact 
that, apart from the incidence of disease and other factors, the 
public health problems and the magnitude of such problems, parti- 
cularly in Africa vary very widely, and Health Administrations 
dealing with such matters as Yellow Fever, Plague, Malaria, 
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laws, Syphilis, Sleeping Sickness and Tubeiculosis, cun only assign 
such energies and expenditure to leprosy as the disease warrants, 
jn view of its relative importance to other problems with which 
they are faced. 

The recommendations contained in these reports can, thereioie, 
only he applied to any of the African States to an extent which 
the public health, local need-., conditions, machinery and financial 
rt sources pertaining to the country concerned justify. 

RURAL ill'GIEN E. 

The Sub-committee on Ruial Hygiene met on loth, 17th, ISth, 
22ml; and on 23id November the report was presented to and 
adopted by Hie Plenary Session. 

As Oliaiiman of this Sub-committee, 1 realised at once how 
difficult it would be, in view of iho diverge local conditions obtain- 
ing, For any Sub-committee such n« this to formulate for African 
guidance any useful detailed ptngmmme of procedure. All that 
co trie! rete-onaldy ho expected of if was fo formulate for guidance 
some basic piineiples which miplit be generally applicable in 
Africa. 

A very interesting .statement by Hr. Duff of Accra was sub- 
mitted (r/df Appendix 2S). It dealt with “ The present position 
on the Gold ('oast of the problem of training African medical 
assistants for work in Rural Dispensaries. 

A nmmoraudum bv the Medical Association of the Union on 
“Medical Sei vices for It urn 1 areas’’ wa-> also circulated (virlc 
Appendix 29). This presented a point of view which was strongly 
suppoited in the Union, but' one which would not meet with 
general acceptance outside the Union. 

The meeting-, which were well attended hy other delegates in 
addition to the members of the Rul>-eommittec, weie very instruc- 
tive. The Sub-committee was fortunate in having the services ns 
Rapporteur of Dr. Oreustein who as a non-official had specially 
studied the subject in relation to the Johannesburg mines. As a 
result a report was drawn up which, after a fen* minor amend- 
ments, wns adopted. 

This report dealt with gencial considerations affecting the 
African countries and more especially with the preventive and 
curative functions of the field personnel, the co-operation between 
Government departments, the economic status of a community 
in its bearing on public health, education in hygiene, Native 
and European staffs, and missionary activities. For further details 
reference should he made to the full report (pee Appendix •»)). 


DANGUE. 

The Sub-committee on Dengue met on lbtli and 21st November 
and its report was presented to and adopted by the Plenary Lon- 
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ierence on November 25th. It dealt mainly with the acceptance 
by the African Colonies and Union of the Convention for com- 
bating Dengue Fever as adopted by the Office International 
d’iiygiene publique in Paris and a copy of which had been cir- 
culated. 

The report, which was commendably brief ( vide Appendix 31), 
stated that “ After consideration of the position regarding Dengue 
Fever, epidemic and otherwise, in the countries named, the risks 
of conveyance of the disease, the conditions imposed by the Con- 
vention, and cognate matters, this Committee finds subscription 
to the Draft Convention advisable on the part of the countries 
named, and recommends the Conference accordingly 


25th November 1932, Afternoon. 

Certain resolutions were then adopted (vide Appendix 32). 

The Conference placed on record its thanks to the Government 
of the Union of South Africa for the generous hospitalitj' which 
it luid extended to the delegates. 

The Conference found that through the courtesy of Mr. Speaker 
and tlie Clerk of the House, most suitable accommodation hud 
been provided at the House of Assembly for its meetings, and 
that in this and all other ways much thought had been given 
by Hie Union Health Department to delnils which would facilitate 
llie conduct of its business and meet the convenience of Delegates. 
The Conference expressed its grateful appreciation of these faci- 
lities as veil as the consideration which the Delegates had received 
' from the Mayor and Town Council of .{he City oi Cape Town, the 
■ Chairman and Members of the Divisional Council of the Cape, 
the University of Cape Town, the South African Medical Associa- 
tion (B. M. A.) and other hosts. 

The Conference expressed its gratitude for the complete arrange- 
ments made by the Public Health Department of the Union and’ 
also for the carrying out of the secretarial and clerical duties. 

On almost every one of the subjects dealt with, notably in 
the case of Yellow Fever and Plague, further information ov new 
developments calling for action by publir health authorities, and 
having international importance, are likely to need attention in 
the near future. For this reason, and since the experience afforded 
of the advantages of personal discussion between responsible offi- 
cials of neighbouring Territories in Africa has been so strikingly 
shown by the present Conference, the Delegates considered it de- 
sirable that a similar Conference should he eonvened after an 
appropriate interval, and that the League of Nations should be 
invited to take steps, not later than 1935, to ascertain the wishes 
V of Administrations -roncomed in this matter. • 

, The Conference was then declared closed. 
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COMMENTS. 

1. Though fin efficient shorthand write) was pi event and re- 
corded everything, no official proce'-verlmux' wilt be published. 
Tlie full report of the Conleience will be published in Geneva 
in both English and French at an early date. 

2. The Conference wa> essentially concerned with African ter- 
ritory and India was only diieellv concerned in regard to small- 
pox. plague and yellow lever. My opinion was. however, fre- 
quently sought in regard to Indian experience and procedure (c.y.. 
plague, leprosy, etc.). 

3. In view of (2) above I demurred to taking an active part 
in the Suit-committees, but was overi tiled and had to attend all 
and he Chairman of two. 

4. The geneial arrangement-, weie excellent; as were the Sene- 
tarinl arrangements uudei 3)r. Park, Mr. Stewnit. and assistants. 
The fact that all flip delegates were housed in the Mount Nelson 
Hotel facilitated greatly the work and discussions both inside- 
and outside of the Conference. AT o -were the guests of the Union 
Government till the Confeience terminated. 

3. Much official and private hospitality was shown to the dele- 
gates including a banquet hv the Union Government, a lunch by 
the A’ice-Cliancellor of the cape Town University, an invitation 
to an official reception by the Mayor and Mayoress of Cape Town, 
a dinner by the South African 3fedicnl Association and excursions 
to Cape of Good Hope and Rteenbrass AVater "Works on the two 
Sundays. 

0. Yellow fever was t he most important subject dealt .with, 
followed by plague, small-pox. leprosy, rural hygiene and dengue. 

7. The pronouni ement on the present position of yellow fever 
in the woild is ptohablv one of the most important ever made 
on the subject and will no doubt be regarded in the future as 
classical. 

8. The experiences of men who had had yellow fever and who 
had dealt with it clinically and scientifically over ninny years 
was of primordial importance in enabling others less favourably 
t-ifuated to appreciate the situation. 

9. The presence at tlie discussions of the representatives of 
non-infected territory in Central, Eastern, Southern, and Western 
Africa was of the utmost value in precising for them the exact 
position, the dangers, and the course of action recommended by 
tlie experts for their consideration and immediate execution. 

10. The attempt to control its spread by rapid transit by air 
by means of a Convention (A. S. C., 1932) was carefully examined 
and the adoption of tlie draft Aerial Sanitary Convention was 
generally approved by all the African territories r epresented. 

* One lins been 1 circulated confidentially in draft and I have obtained a 
copy of it. 
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11. The position taken up by Government of India regarding 
yellow fever and the Convention was clearly and unequivocally 
stated by Major-General Graham. India’s position in this matter 
is less urgent at present than is that of the Eastern and Central 
African buffer territories; but what have been laid down by the 
experts as immediate essential measures for them should also 
be undertaken by India at an early date so that she may be pre- 
pared should necessity -arise. At present the danger though real 
is remote. 

t 

12. The evidence recorded and conclusions arrived at should 

-enable Government of India to formulate a definite policv in re- 
gard to the new Aerial Sanitary Convention and its ratification; 
but it was obviously a disappointment and surprise to most African 
representatives to find that Government of India had not yet rati- 
.fied the I. S. C., 192(3. ' 

13. The non-ratification of the I. S. C., 1926, which had to 
’be brought up in connection with the small-pox discussions was 
made much of, both in regard to measures against arrivals from 
India who might be potential small-pox cases, and in regard to 
rat infestation.— -potentially plague carrying. — on ships from 
ports like Bombay. 

14. A working arrangement was arrived at for small-pox con- 
trol whereby the TTnion of South Africa is prepared to accept the 

. recent vacciqatiph and revnccinntion standards as laid down by 
the International Bureau in Paris; but insists on greater relia- 
bility of the certificates of vaccination and on the exploration by 
'Government of India of every reasonable means to this end. 

15. The Tlague, Leprosy, Small-pox and Dengue reports were 
mainly concerned with African conditions and circumstances. 

1C. The contacts made were, as they usually are, of the greatest 
value not only between African administrative officers but between 
them and myself; while the pleasure and value of being closely 
associated with such an expert as Dr. Sawyer of the Rockefeller 
Poundation were much appreciated by me. 

17. I feel sure that any future incidents which may arise in 
connection with port health work between India and East Africa 
and more especially Zanzibar, DaT-es-Salaam, Portuguese East 
and the Union (Natal, Durban) and which require an exchange 

• of viiw will be able to be settled directly by technical correspond- 
ence without recourse to correspondence through Governmental 
and diplomatic channels as has been the case lately. 

18, I think the Conference has, been justified by its results; it 
has been run cheaply so far ns the League of Nations is concerned: 
an<J it is, in my opinion, likely to he repeated in three or four years 
time if not earlier, in view of its yellow fever pronouncements 
tand the desirability of their continuance. 
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19. I was able, as instructed, to keep in touch with the Agent- 
General for India and to give him an indication of the purport of 
our discussions and conclusions. 

20. I would take this opportunity of thanking the Government 
of the Union for their hospitality to the Indian delegate during 
the Conference and would suggest that Government of India he- 
moved to thank the Union Government for this. 


J. D. GRAHAM, 
Major-General, I.M.S., 

Public Health Commissioner with the 

Government of India - 


New Delhi, 31st January 1933. 
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LIST OF APPENDICES. 


Note.— Reports marked thus (*) aro reproduced in full in the body of the- 
Report or in tho Appendices j nil other Reports mentioned in tl> 0 / 
- Appendices are filed in tho Office of Public Health Commissioner. 

Mcmorandam distributed, Reports of Committees, Annexes. 

Yellow Fr.vnn. 

1. Note to Health Committee, League of Nations, No. C. II. 1107, dated 

October 11th, 1932, by Sir Gpo. Buchanan on the Cape Town 
Conference. 

2. Report by Yellow Fever Commission to Permanent Committee of Office 

International d’Hygiene publique on Recent Knowledge of Yellow 
Fever (adopted October 22. 1932, by tho Committee for transmission 
to Governments concerned in accordanco with its resolution at Session 
May, 1932). 

*3. Note on “ Present Knowledge of Yellow Fover ns it rotates to the 
problem in Africa ”, by Dr. Sawyer, Rockefeller Institute, New York 
( included in the text of my Report). 

*4. Rockefeller Commission Schedule for blood examination, by Dr. Snwyor. 
*6. Note on “Yellow Fever Control on the Gold Coast and tho present 
situation ", by Dr. Duff, P.M.O., Gold Coast {included in the text, 
of my Report). 

*6. Note on tho Discussions on the Air Sanitary Convention, by Sir Geo. 
Buchanan. 

7. Yellow Fever problem ns it affects Tanganyika, by Dr. Scott, Senior 
Health Officer, Dar-es-Safaam. , 

*8. Aerodromo Map and Schcdulo. 

9. Yellow Fever in Angola, by Dr. A. Dnmas Mora, Chief Henltli Officer, 
Angola. 

*10. Report of discussion on Dr. Sawyor’s memorandum (item 3). 

*11. Report of discussion on Sir Geo. Buchanan’s oxposd on the Air 
Sanitary Convention (item 6). 

*12. Report of discussion on Dr. Duff's memorandum (item 6). 

*13. Final Report on Yellow Fever, by Dr. Johnson (Rapporteur) as adopted 
by the Conference ( included in the text of my Report). 


' ’ Plaque. 

14. Position in regard to Plague in the Union of South Africa, by Sir E. 

Thornton, Secretary for Health, Union of South Africa. 

16. Memorandum on tho Plague situation in Ovamboland, by Drs. Fournic 
and Hin8beock, South-West Africa. 

16. Union of South Africa, Bulletin No. 817, Health on Plague Rodents 

and Rodent Destruction, 

17. Union of South Africa, Bulletin No. 321, Health on Rodents (Powell). 

18. Plague opiaootio in South Angola, by Dr. Damns Mora, Director of 
, Health and Medical Services, Angola. 

,19. Anti-plaguo Vaccination npprnisiil, by Dr. Morgan, Ministry of Health 
• (prepared for Office International in Paris). 

*20. Final Report on Plague, by Dr. Lee (Rapporteur), adopted by Conference- 
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Leprosy. 

*21. Leprosy m the Union oi South Africa, l>y Dr. Wilbnot, Assistant 
Health Officer of Union of South Africa. 

*22. ®eport by Sub-Committee on Leprosy ns adopted by the Conference. 

Suall-tox. 

*23. Memorandum for discussion by sub-committee, bv Dr. Scott (Rapporteur). 
*24. Summary and expose, by Major General J. D. Graham, Public Health 
Commissioner with the Government of India ( included in the text of my 
Report). 

*23. Memorandum on Precautious against small-pox at the Port of Durban, 
by Dr. Park jRoss, Assistant Health Officer for Natal, Union of 
South Africa. 

*28. Repoit of Sub-Committee on small-pox as adopted by the Conference 
( included in the text of my Report). 

Animal Diseases. 

27. Transmission of animal diseases by aeroplanes, by Dr. P. J. du Toit, 

Director of Veterinary Services, Union of South Africa. 

Rural Hygiene. 

28. Note on the present position on the Gold Coast of tho problem of train- 

ing African medical assistants for work in rural dispensaries, by 
Dr. Duff. 

29. Memorandum on medical services for rural areas — especially native 

areas, by tho Medical Association of tho Union. 

*30. Report by the Sub-Committee on Rural Hygiene (Dr. Orensrein 
Rapporteur), adopted by the Conference. 

Dengue. 

*31. Report of the Dengue Sub-Committee, adopted l>y the Conference. 


* 32 . 


Resolutions. 
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APPENDIX 4. 

Information about Specimens of Blood or Serum sent for 
Examination for Protective Power against Yellow Fever. 

Date 

Sender 

Address of sender 
Report to bo sent to 

Dote of sailings 

Ship carrying the specimens 

locality from which the specimens mere obtained 



No. of . 
Spcci- ( 
men. , 


Name of Peri<on 
Wed. 


I 

! Sox. 



Aqe. Colour.! 


TtiIip. 



i in the 
Locality 


- i 



COMMENTS : 


Signature of Sendor. 


YELLOW FEVER LABORATORY OF THE INTERNATIONAL HEALTH 
DIVISION, THE ROCKEFELLER FOUNDATION, 01. BROADWAY' 
NEW YORK. 

Directim for Collecting and Forwarding Sera for Testa, for Protective Power 
against Yellow Fever Virus. 

, , I. The Protection Test . — An attack of yellow fover produces a permanent 
immunity, Immune bodies ore present in the blood serum in appreciable 
* T««nwtics, and their presonee can be shown by the protection test, that is, 
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a small quantity of serum from a person who 1ms hod yellow fever will 
protect a rhesus monlcey or a mouse against a lethal dose of yellow fever 
virus. 

2. Source of Specimens .— * Tko reasonB for making protection tests are: 
(«) to assist m epidemiologic studies by determining whether yellow fever 
has been piesont m a region or (6) to find out whether a recent illness was 
yellow ferer. 

To determine whether yellow fever has been present, blood serum should 
be secured from not less than 25 persons in each locality. The 25 persons 
should be a fair sample of the whole locality and not merely of one part of 
'it, and they should bo permanent residents of the locality who have not 
lived temporarily elsewhere. 

On the first survey, ns a rule, specimens should ho collected only from 
cliildion under ten yeais of age. ]f nono of these sera is found to havo 
protective power, additional specimens may be obtained later fiom older 
persons. These additional sera will show if yellow fever has been present 
during the life of the present generation. 

The blood from convalescent persons should be drawn not less than two 
weeks after the beginning of tho attack suspected to be yellow fever. 
Specimens should not bo sent from persons sick with suspected yellow fever 
for the purpose of making a diagnosis. Diagnostic tests by inoculation 
of monkeys can sometimes be made with a yellow fever laboratory near at 
band. The blood in the early stages of the disease is extremely infectious, 
and infectious blood should not bo sent except under instructions from the 
laboratory. 

Each specimen should be accompanied by the following data: (1) Name 
of physician who obtained the blood. (2) Name of person furnishing blood, 
age, sex, color, race or tribe, and name of locality. The form on the back of 
this sheet may be used for recording these data. 

3. Obtaining and preparing the Serum. — A. With the help of a Labora- 
tory. Clennso thoroughly tlio skin over n vein at the elbow with 70 per cent, 
alcohol. Withdraw 20 cc. of blood with a sterile needle and syringe and 
eject it into a sterile test tube or flask. Take the specimen to the labora- 
tory, allow the blood to clot, and transfer the serum with a pipette to a 
sterile test tube. Tf possible, seal tho mouth of the tube in a blast lamp. 
If this cannot he done, close the tube with a sterile cotton plug and melted 
paraffin, or a sterile rubber or cork stopper firmly fastened with wire or 
string. Label each tube with the name of the person hied and an identify- 
ing number. Pack tho tubes of serum tightly in a box with much soft 
material, making suro that the ends of the tubes are not near the walls of 
the container. (If preferred, tho serum may lie prepared by defibrinating 
and centrifuging tho blood. The serum may be sent in sealed ampoules 
instead of test tubes.) 

H. Without the help of a Laboratory. Prepare the skin over a’ vein as 
directed in paragraph A, and withdraw the blood with a 20 cc. or 30 cc. 
vacuum tube with a sterile needle attached. Vacuum tubes may he pur- 
chased which will close automatically after filling and will remain sterile. 
Tf vacuum tubes containing glnss bends are used, the blood may be defibrinated 
by shaking, and this will save much time in the laboratory. Pack the tubes 
ns directed under A. 

4. Sending the Specimens.— The specimens should be cooled soon after 
collection and should be kept cool during shipment, preferably at refrigerator 
temperature. If stoppers or paraffined cotton plugs are used, the tubes 
should be kent upright and the tops of the boxes should bo mnrked 
" THTS SIDE TJP ”. 

The laboratory should be informed of the shipment by cable and by 
letter so that steps con be taken to receive the specimens on arrival. The., 
cable message should state the hnture of the shipment and the name of 
the ship; tho letter should give the number of specimens, tho name of the 
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ship, tko date of sailing, and any important information not on the form 
with tbo specimens. The shipping papers should be enclosed with the letter. 

TJnless otherwise instructed, ship the specimens on bill of lading or 
steamship company’s parcel receipt, to — 

The Rockefeller Foundation, ■ 

International Health Division, 

61, Broadway, New York, N. Y. 

United States of America. 

5. Tie ports of 'licsults . — It takes from two to three weeks to perform 
tho protection tests, and Reports cannot, therefore, bo mailed until approxi- 
mately three weeks after the receipt of tho specimens. 
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. APPENDIX. 6. 

Regional Health Conference — League of Nations. 

Cape Town — Noypmrci, 3.9*32. 

“ / 1 «• 

Note 'by Sir George Buchanan regarding DisSussions on the Air 

Sanitary Convention. , 

Various explanations were requested and questions answered on thfr 
general principles and particular Articles of the International Sanitary 
Convention for Aerial Navigation, 1932. These hardly .call for comment on 
record, as the information given followed the lines which had been frequently 
considered and discussed during the preparation of the drafts at the Office 
International d’Hygiene publique or at the departmental conference in 
London. 

The following are notes of the points to which these questions seemed 
principally to relate: — 

(1) The nature of the obligations undertaken by Administrations signatory 
to the Convention Some Delegates seemed apprehensive lest they would 
be obliged to make detailed regulations which embodied the precise terms 'of 
the different Articles of the Convention: For example, they noted that, in 
relation to a sanitary aerodrome. Article 5 requires a proper and safe 
system for the removal of excreta and refuse, and for the disposal of liquid 
waste They pointed out that strict legal interpretation of this requirement 
might mean that excreta and refuse were obliged to be taken out of the aero- 
drome altogether, e.(i., by water-carriage system. Was this necessary? and 
would complaints be received from other countries that the provision actually 
made did not confoim to the letter of the Article? In this connection Dr. 
Orenstein pointed out that the English word “ removal ” is not the exact 
equivalent of the French “ enlevement ”. 

Another point of the kind was the requirement in Article 38 (2) that 
at the anti-amaryl aerodrome the destruction of mosquitoes should be under- * 
taken in “ all stages of growth ” It was said that this was an unsatisfac- 
tory phrase, because the adult stage is not a singe of growth at all. For 
any regulations a better term should he found — assuming that these regula- 
tions need not exactly reproduce the terms used in the Convention. 

On all this I explained that the Convention constitutes a code of "conduct 
and notion, hut that it rests entirely with the Administration^ to take the 
best means at its disposal to carry out the spirit of the Articles — and to 
adjust any local regulations accordingly. I gave the parallel of ordinary 
port sanitary regulations in regard to the Convention of 1926. 

This reference to observance of the spirit of the Convention led. I ascer- 
tained, to a little misconception, and I amplified by meaning at the follow- 
ing sitting of the Confeience. The point was to differentiate between Articles 
imposing obligations and the large sections, of the Convention which are 
essentially facultative or which prescribe maximum measures. The signatory 
country is not, m the latter case, under any obligation to do anything nt 
all: its signature means 'that if it takes action in regard to the arrival 
of aircraft from another teri'itoiy. that action should be based on the 
Convention and should not exceed what the Convention requires. 

On the other hand, there nre iu the Convention certain definite under- 
takings by Governments, which lmve to be carried out under the ciremn- 
stances defined. If. for instance, a country finds that it has a region • 
affected by yellow fever, then any aerodrome established in that region, 
must be an anti-amaryl aerodrome; it must, in consequence, comply vntn- 
the requirements of Article 3S, although it would be for the Administration 
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itself to settle in what why the specific requirement should bo met. 
Similarly, there would be the obligation to deal with nil aircraft on departure, 
on the lines laid down by, (1), (2) Tind (3) of Artielo 42. < This, again, was to 
be accepted as a definite, obligation lor action in the circumstances named, 

. and "countries accepting the Coifc’cntiou would accept the obligation. 

(2) The questional' dependence ron other countries was also raised, and 
it was pointed outVtuat-'if the protection of an air-route depended on a chain 
-of stations, tho chain might be only ns strong ns its weakest link. 

Delegates seemed to fear that the safeguard provided by tho Convention 
might be little more thau paper, if each country „ k was itself entirely tho judge 

• of what was done. In tins case, also, .1 made .tho distinction between the 
facultative, or maximum, requirements and the obligations. 

As regards the fulfilment of the obligations, I laid stress on tho system 
which will doubtless bo established at the Paris “ Office ”, parallel to that 
by which the work of the Sanitary Convention of 1926 is already supervised. 
So far as yellow f over is concerned, the Convention requires aerodromes and 
infected regions to be notified to the Paris Office, so that there will be, as 
it were, an oificinl centre and system of information on which examination 

* of tho working of the Convention can be regularly based. A country having 
reason to suspect insufficiency of notion in other_ countries, would automati- 
cally have tho opportunity of asking for explanations or inlormation through 
tho Office International d'llygioiie pnblique at Paris or its Committee". Jt 
could also do so by friendly communication between the Administration!' con- 
cerned, and it seemed to mo that, in practice, along nny principal or 
trunk line use would bo made of Article 68 — enabling special Agreements 
to bo made between particular contracting parties, to facilitate the working 
of the Convention. Such Agreements might very wall include provision 

- by which the representatives of tho Health Services roncorned might hi* Tibi© 
to visit aerodromes up the line and confer with their opposite numbers. 
Moreover, if any sudden and dangerous outbreak occurred in one particular 
country, in regard to which risk of transmission by air heentne obvious, I 
, thought that the management of the Air Service would be only too willing 
to facilitate confluences between medical officers in regard to precautions to 
bo taken. This I based on the favourable reception of a similar suggestion 
when I mot the representatives of Air Services to di«cti«s the draft. 

(3) Attention was drawn, again on yejlow fovor, to the different phrasing 
of Articles 42 and 47 — tho latter referring to “ possible exposure to infec- 
tion ”, I explained that it had not seemed desirable to alter Article 47. 
since, as it related to action under conditions which would bo quito excep- 
tional, it might require a larger interpretation of " exposure to infection ” 
-than is tlio case with the regular duty imposed under Article 42 (2). 

<4) Enquiries were nmdo ns to the application of Article 37 to tho dis- 
covery of now regions or areas in which yollow fovor is endemic by means 
of the now protection test. My interpretation was that countries would 
ordinarily communicate new information of this kind quarterly or half- 
yearly, in tho snmc kind of way as we do in England regarding the’ dissemina- 
tion and type of endemic small-pox. 

(6) Tho circumstances under which Article 48 was amplified in May, 1932 
{prohibition of entry of aircraft), were explained fullv nml emphasised by 
’ General Graham — for India, reference being made in this connection to the 
■ declaration made by the Committee of the “ Office ” at the same Session — 
that tho justification required is a matter for tho excluding authority to 
formulate and set upon. 1 

(6) Somo Delegates enquired about the penalties to be imposed for infrac- 
tion of the rules of tho Convention. It was explained that this. was entirely 
a matter for the Administration concerned, 

(7) It seented desirable, in connection with several questions, to insist on 
the existing international system under tho present Convention for Air 
Navigation; and otherwise, that aircraft coming' from a foreign country 
must be controlled in respect of its place of first lnnding for Customs and 
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other purposes, and that the number of aerodromes open to entrance from 
abroad is a limited one. 

The possible anomalies of the provision' for tho forced landing under the 
second paragraph of Article 23, were also 'drawn attention to, and on this 
I explained bon- the requirement had been based on similar requirements 
in the existing International Convention for Air Navigation in respect of 
.contraband articles and so forth. 

(S) The nature of tho control of the entry and exit of persons to and 
from sanitary aerodromes, under Article 8, was discussed. I considered 
its meaning to bo that the control must ho an effective one, however obtained. 
It did not necessarily mean that tho aerodrome must ho surrounded by an 
unclimbable fence; its situation might permit of it being mainly controlled 
by guards or police, or even by natural features of the ground. 

In general, the discussion and the explanations did not lend any of the 
Delegates to maintain that the provisions of the Convention were impracti- 
cable, or to dispute the value of the international system which it established. 

General Graham said that tho information given at this Conference by 
Dr. Sawyer had gono a long way towards meeting some prinui fncic objections 
which thoy had been inclined to take to the Convention in India, and he 
would take care to represent these new considerations to the Government of 
India. 

Dr. Park read a letter from the Director of Health Services in tho Dutch 
East Indies — to tho effect that certain objections they had had to the 
originnl draft had now been sufficiently met, and that there now seemed to 
be no obstacle to tbe Dutch East Indian Government accepting the 
Convention. 

Delegates representing the Eastern side of Africa were prepared to 
advise tlioir Administrations to he parties to the Convention. As regards 
tho West African Colonies, it was pointed out that at present there are 
no "regular air-routes on international service through Nigeria or the Gold 
Const, But it was understood not to he necessary or desirable to wait for 
the establishment’ of such routes before accepting the Convention. Accept- 
ance of the Convention now would mean that on tho establishment of an . 
international air-route, aerodromes would have to he selected in accordance 
with the international system of that document — nnd this action in the case 
of yellow fever infected countries appeared to he essential for the success, 
of the Convention. * * 1 


Cape Town, I96h November, 1932. 
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APPENDIX 8. 

Xafcsl information in regard to air-routes received through the 
Director of Air Services, Union of South Africa. 

According to press statements, tlie nir service between Belgium-Frnnec- 
tltc Congo and, later on, Madagascar, -will be run fortnightly, ns from 
October 1st, by tho Belgian Company “ Salmon 1J . ' 

It appears that tlie French Company “ Sndnn ” will be unable to fulfil 
their original intention of running n line jointly with the Belgian Company. 
The inability of tho French Company to carry out their engagement is 
attributed partly to financial considerations, hut principally to the po-ipone- 
inerit of a decision on the question of the commercial aviation statute, on 
which tho two Fronch Chambers failed to reach an agreement before tlie end 
of the parliamentary session. It is stated that the extension tn Madagascar, 
for which arrangements hud been made with Portugal, cannot now bo 
contemplated for October. 

The Belgian lino will run along the Spanish coast, ns the Company does 
not possess a hydroplane capable of effecting a regular crossing of tho 
Mediterranean. 

It is not known lion- this will affect the Belgo-Portugnese arrangements. . 
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* To lia notMcd ! Articles 7 and 8, 
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APPENDIX 10. 

Report of Discussion on Dr. Sawyer’s Memorandum ( item 3, 
Appendix and page Id of Report). 


Question. 

Dr. Johnson’s observations • (i) 

Value of protection test in children 
in a toivn . — As children at iour 
years of age and upwards were the 
useful limit for use in this test, it 
would be impossible to estimate an 
epidemic which was present by 
means of a protection test on young 
children. 

Spot maps if done on children 
from 6/12 to one year of age may 
give a fallacious picture. 

(xi) Siting of sanitary aero~ 
(homes . — Is it safer to site it in a 
negative area rnther than in an 
area wliorc yellow fever is endemic P 
“ To relieve minds of importing 
country wc in Africa consider it 
less dangerous to deal with known 
areas where disease is than an area 
apparently free, hut about which 
we know nothing, e.g., N. Nigeria. 
Ill French country, in Ausongo, 
Dosso and Gao, these were all nega- 
tive by test, but further tests in 
and near towns of Tessawa, Birnin 
Kouni, Dogondutsi, etc., showed + 
protection tests and 50 per cent. + 
in children; and two or three other 
towns were much the same. Yet in 
such towns with evidence of recent 
infection no obvious yellow fever 
cases wore known to have occurred. 
Therefore whole country is probably 
a risk. We should confine our 
international aerodromes to care- 
fully controlled areas even though 
the disease has existed near them.” 

(iii) Barriers . — The high central 
African mountain harrier is im- 
portant; but road routes present 
bigger risks than air routes, e.g., 
motor roads from the Cnmeroons 
to Bangin and across the Belgian 
Congo- and Lake Albert and the 
Sondan, and from Matadi to 
Uganda should he closely watched; 
opening of French Railway from 
Point Noire to Brasseville is a 
possible risk owing to coastal peo- 
ple* landing for the interior. TfiB 


Anwcr (by Dr. Sawyer). 

( i ) This is true. A similar test 
oil children of 6 months or one year 
will giro a very small picture of 
fever at any one time. 


He agrees. 


(ii) No site should be barred 
because of its proximity to an 
infected area. 

A percentage protection was an 
advantage. The chances of having 
an explosive epidemic are largely 
eliminated by a reasonable propor- 
tion of immunes in the surrounding 
population and presence of a fair 
proportion of immunes should he 
regarded as a safeguard. Strict 
sanitary regimen was essential • 
especially in all key places. Air 
control is practicable : Motor roads 
are the most dangerous avenue?. 
Slow extension from village to 
village is a patent danger. : 


fiii) Every African is susceptible 
and will develop immunity; but the 
disease may be insignificant, i.c.> 
there is a + + resistance though 
immunity must be acquired. This 
4 - resistance may be from past ex- 
perience and selection. 

Matadi statistics are inadequate 
as they dealt with hospital patients 
only. Fulminant rases always 
occur in epidemics _ in a highly 
snsceptiblo population!," 
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Question. 

•jlntadi ®P , ^ c “^iWy < ho«‘ Senegal 

introduction possi>y gcycr0 , n 

was very \oro are now 

natives. Te ^ te L lo K oe if the 
going on at Lag Protection 

disease w r cma n B Canicroons, 

S\S?- «“*” WAW “- ; 

(irt XalLm'i” '» li>W 

ttS&S’sBrtt 

A SSS^U 


A"« »jrySS 

50,000. P°°Il le i/‘ r Jnt. showing 

endemic and P Europeans ot 

tl,C . SL Sense; yet lie does get 
not get w ,0 . tt rr„ r5 , o r i n dry areas 

«“» 1,1 ""oarent reason. W. « 
further investigation 

epidemiological factor? 

(vi> mere were « Athens" den- 

' gue enses tested? 


,l« steer. 


F pjiorntoa ashed regarding 
inr E. iftor „ motor cars 

carnago of A f ou nd in 

as it was reported to t 

7>r. Tnrh oshed imimm ity 

ment wlio was not sure if he had 
had it or not. 

■ (iil Is it .possible that there 
hn alteration' in the vmdcnco 
the virus iir different outbreaks? 

• f \ x <’ 


« nt „ Xifijcultv for offmnls, 

sxr ” m " r 

doing this in London. 
•\L« M -« s ic SS t E = 

r o.i„r, mucto 
. than we might suppose. 

High iminunity=thorcforc «*»« 

SGmSs &sg 

Mninl ntros over ■Hw >cnr s; 

sera dotal «R {cvW ftroa „nd 

nrea does not give immunity . 

Av 00 in Lagos of which 21 wore 
j f; inconclusive. No cross 
• + !,»v Dengue only protects 

TgSst dengue for a f- months 

Sevi thatTl ran protect against 

yC OWnmUons regarding air craft 
i,„id for mot oi s and tram 

on this. 


i this. . 

Sohuffnor says work is going o 
still in Amsterdam. 

• ( i) Answered. Tf Secretary’s 
Wood is sent to Lagos, answer will 
ho given. 


(ii) No evidence. It. is "‘M * 
J&l on basis of Alastrim especial- 
] y os' American nnd African strains- 
..a 4-tm enttin. 
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Question. 


Answer. 

Differences, in mortality are diffi- 
null to explain. 

Mis c od eases exist in Europeans 
also, c.f}., Lagos case. 


(iii) Possibility of infectivity by 
persons by road. In this connection 
is Anglo-Egyptiau Soudan {topula- 
tion susceptible? Is any real com- 
munication taking place between 
Prencli Equatorial Africa and 
Anglo-Egyptinn Soudan and if eo, 
what? 

(iv) Wliat African Governments 
(if any) liavo considered or. nre 
considering tho prohibition of im- 
portation of yellow fover virus as 
has been done by India, Ceylon, 
N. E. Indies, F.M.6., Philippines, 
Australia, Formorn? 


Dr. du Toil spoke regarding 
recent work (veterinary) on Horso 
sickness transmission to mice by tho 
same methods as in yellow fever, 
this work having boon stimulated 
by Thoilcrs’ work on transmission 
of yellow fever to mice which had 
incidentally been confirmed. 

Sir E. Thornton gave some recent 
information regarding — 

(a) Dengue immunity work in 
Amsterdam under Snyder, 


(b) Carrier volo of tho monocytes 
in yellow fover cases and the ques- 
tion of a residual virus after re- 
oorory nud thnt of possible corners. 


Dr. Oilks asked regarding immu- 
nity by Dongne nnd if any work 
had boon done recently on Rift 
Valley Fover which in type is asso- 
ciated with yellow fever. 


(iii) We must know more regard- 
ing this region, rrimd fatxt it is 
an efuy area to control* 


riv) General principle is accept- 
ed, but discretion by administrative 
officers is preferable. Belgian 
Congo 1ms prohibited it; but « 
should discriminate between areas 
most infected nnd those uninfected 
and perhaps uninfcctaMc. s.0 
should every country. Aisles aro 
with native assistants, hut these 

can be eliminated completely by 

vaccination. He d * 3S ” ot - 
that in future any of tho staff of 
yellow fever laboratories will remain 
uninoculatcd. 

Attenuated fixed mice prus can- 
not produco riscerotTopic yellow 
fever virus in monkeys. Reason » 
obscure. As no slip is 1‘kely tbere- 

fore, some laboratories could be 
permitted to work witli it, without 


ml No cross immunity hns yet 
» proved to exist in any case 
o cannot depend on it for prote 
ion. * 

ib) So such thing as a camer is 
nown, though residual virus may 
pmnin longer in the ““S 
|, an in the serum ns demonstrated 
y animal inoculation. 

Findlav of London is working on 
hi® and'hns shown that there is no 
ross immunity with yollow fever. 
?liis is settled. In countries 
iclieved to be free from yellow 
ever occasional unexplained pos - 
ive in immunity tests have ocenr- 
•ed but rarely. Probably , some 
individuals hnvo non-speeifie immu- 
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Question. 


j Dr. Maclcnnan asked if there was 
evidence of true racial toleranoe, 
i.c,, where epidemic is mild and 
protection tests arc negative can it 
be shown in any way by animal ex- 
periments? 

Major-General Graham asked for 
the latest information regarding 
Col. King’s two cases from 
Madras. 

Sir Geo. Buchanan asked regard- 
ing— 

(i) close proximity of infection. 


(ii) Does entry of non-imimmes 
increase the risks? 


Anuccr. 

nity. If we do many hundreds of 
sometimes by a slip in 
teclinjquie or by using unsuitable 
animals we may get a positive 
lesult where we should not. 

Ilesistnncc is the thing with 
Negro, it is the tame with the 
American Negro. 


Nothing further had reached 
New York than that reported by 
him. 


(i) Maximum flight of stegomyia 
=400 yards on sea, about 100 on 
land (streets) or less usually; and 
therefore the vector is essentially 
11 local 

(ii) Yes, c.g., San Paolo epidemic. 
Santa Cruz (Brazil) epidemic) waa 
dno to reomval of troops from the 
hills to lowlands. This was appa- 
rently a brand new outbreak; but 
no protection tests bad been done. 

The difficulty of estimating tbo 
amount' of very recent yellow fever 
because young children cannot bo 
tested is a definite limitation on 
tiie immunity surroy method, hut 
cannot easily be overcome except 
in very important cases. 
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APPENDIX II. 

Report of Discussion on Sir Geo. Buchanan’s expose of Air 
Convention (item G, Appendix). 


Question. 

J)i. (Jill:*: (i) raised the question 
«»f f.’ovpi imienl implementing this 
document, if signed, by legislation, 
awl asked if it should In' interpreted 
in the letter or spirit only. 


fii) Asked for the interpretation 
ol “ excreta and liquid waste ” in 
Article o “ Definition of a sanitary 
nprndiotiic 

fin) If the status of your sani- 
tnrv nerodromc is questioned what 
will happen? 

tjir li. Thornton : (i) Regarding 
Article Shall we notify results 
of protection tests? 

(ii> Regarding Article 48 and its 
interpretation regarding South 
Africa and India? 

l)r. John ion regarding Article 39. 
Can a country sign before having 
mnde or completed any arrange- 
ments under the Convention, c.g., 
Nigeria? 

])r. Mnclennnn asked if penalties 
would be left entirely to local re- 
gulations or would a general work- 
ing idea be given? 

Dr. Orenstem ; (i) Article 33 

(2) : Reference the word 1 growth ’ 
— French ‘ development ’. Docs 
this include anti-imago measures or 
only nitti-larval? 

(ii) Article 30. If country has 
passed n law against introduction 
of virus whnt is the procedure? 

(iii) "What is refnelliug? "What 
does ho doP 

Dr. Johnson regarding Articlo 42 
with Articlo 47 and tlio expressions 
in Articlo <12 “ who it hits been duly 
established ” and in Articlo 47 
“ six days sinco possible exposure ” 
thought it required furtlior defini- 
tion. 


.•!/i'ircr (hi; Sir Gro. Duehdnnn). 

(i) legislation probably not neccs- 
satv bceati«e the administrative 
services would net; hut, if any 
tcgi'lntion were needed, it should 
be in the “ spirit just ns is done 
under Port Sanitary rules. 

(ii) This — ,*» minor matter — was 
explained. 


fiii) Very unlikely. Remedy is 
by letter to the Colonial Office (Dr. 
Stanton) and thence to " Office " 
International in Paris. 

(i) Yes. Information trill be 
eiiculated (r). Small-pox nnd 
Alinistry of Health procedure). 

(ii) Tndin says that each country 
should justify its own action nnd 
the “ Office ” has accepted this 
interpretation. 

Certainly; but it should be pre- 
pared to equip an nnti-amniyl aero- 
drome. 


Yes. It can be £100 or 4d. 


(i) French is clear; but 
“ growth ” is not a happy translo-. 
tion. All nerodromes nre being run 
by local authorities. 

(ii) Bloods can bo sent away, but 
we should not bank on tbnt too 
long. 

(iii) No definition. Sir Geo. 
Buelinnnn thinks it is explained in 
the Aerial Navigation Convention. 

This point 1ms already been 
raised. If a man is found infected 
in nn nnti-amaryl aerodrome he is 
kept back. 
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Question. 

Dr. Scott; (i) Article 5, inter- 
pretation of " spirit’ ‘ rather than 
“letter”? No traffic yet to 
Tanganyika from West Coast ; but 
Taborn will be the site of sanitary 
aerodrome for this. Seven other 
aerodromes and 23 emergency land- 
ing grounds are now in action. 
Though none are strictly according 
to the Convention, all are provided 
as in spirit of Convention. 


(ii) Article 25. “ Forced land- 
ings.” These provisions are not 
enforced at Tanganyika. Wireless 
on forced landing and telegraphic 
information of all air craft leaving 
infected area are needed. 

Dr. Gilhs: Can we advise onr 
Governments to accept this Conven- 
tion in this spirit? ' 


Answer. 

(i) Latitude of interpretation 
conceded (11 N. B.) regarding 
ambulances, housing, etc. 

This is for the administration 
concerned to consider how far the 
spirit and letter are met. 


* (ii) Tliis is same as in Interna- 
tional Air Navigation Convention. 


Yes. 
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APPENDIX 12. 

Jte/mil of Discussion on lit. Duff's memorandum ( item 5, 

Appendix). 


Qt ir*Hoii. 

Kir G. Jlurhunnn ; (i) Js thorp 
ntry evidence from the Gold Const 
of remit os.toiiMoii'. along now 
jonte- bring opened up? 


dicier i (by Dr. Doff). 

(i) Tinnnli on tho hinterland had 
its first yellow fever in 1831 but 
Puff, thinks infection wn« there and 
not imported. It might, however, 
be considered ns evidence of ‘up ’ 
spread. 


(ii) Uns nny one returning from 
West Africa (Gold Coast) dovojop- 
ed yellow fever on thp ship (t.e., 
ui thin six days of enihnrhntion)? 

(Hi) Is there nny regular nir 
route through the Gold Const? 


Sir K. Thornton : Hus thoro been 
nny extension of yellow fever since 
opening and extension of the rail- 
ways P . 


Dr. rarl: Boss: Information 
asked for regarding screening of 
houses in Gold Coast segregation 
nreas. 

Dr. Grot I information nskod re- 
garding stand pipes and water con- 
nections to houses in tho largo 
native areas. 

Grnl. Graham ; (i) "Would ho be 
prepared to site an anti-ntnaryl 
aerodrome in his cantonment or 
reservation area nt Accra? 

(ii) How far is this area from the 
native town? 

(iii) What is the site of election 
of an aerodrome in or near a resi- 
dential area in your country? 


(ii) Tt is possible for a European 
to have been bitten ashore witlnn 
the six-day period and to liavo 
brought infection on board, bnt no 
such case is known to him. 

(iii) At present no air smites 
and no trunk routes exist. This 
question of aeroplanes was quite 
nesv to them. 

At Oda on Central Provincial 
Railway one European case occur- 
red source unknown. 

Xo screened houses, but only nets 
arc in uso. 


Stand pipes nrc limited fn native 
quarters; but criterion usually is 
ability to pny for the connection. 

(i) Yes. 


(ii) See ITT. 

(iii) Preferably near one. of the 
residential nreas, otherwise one }. 
mile outside town in the direction 
where town extension is not likely 
to. go and which can ho controlled 
minimum distance 1 of n mile. 


Hr. Johnston mentioned certain points which should be emphasised and 
was then nskod questions. He stressed the following: — 

(i) Wofcr supply : This wns the most effective measure of all in nedes 
control nnd Governments should encourage it by loans. Nigeria has big 
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schemes as also have the native administrations there. These schemes should 
not he for European reservations only. 

(ii) !T«r against stegomyia important; but Tneniorh.vnehus ns a possible 
carrier should not ho forgotten. 

(iii) Ethi ration : Hygiene education should lie given in all schools and 
Europeans need it most in riesv of the obstruction to inspectors and of tho 
abundance of house mosquitoes, especially from vases and even ice -chests, 
etc. 

(jv) Adult mosquito population should he estimated approximately i.n., 
seasonal index for adults and larvae should he determined. A + + index 
can often he revealed if sanitary inspectors are given torches. 

fv) I'hImc of Post Mortmin: if no Post Morlems then eases arc tnissed, 
It is easy to make a liver examination on every case by the Rockefeller 
“ Viscerotome " without a forma! po-t mortem and by this we see midznnnl 
necrosis of yellow fever (r.< Brazil). 

<vi) Ship cases : Tn 21 years experience he has not known of a case in 
a ship's officer which has developed on hoard; though, in coastal sailings, 
cases have occurred, no doubt due to night work. As many young district 
■officers do not live in satisfactory segregation areas therefore all should 
pasc six days in one of the European areas before sailing. At Lagos boat* 
lie along in the lagoon. 

(vii) Eli roprnn segregation ; Create a 440-yard building free zone and 
compromise over servants in compounds by having boys only if possible. 
This is the important thing to stress. Dr. Snwjer reinforced nil the nbovo 
points. He thought adult indices were a goad clipck on larval suppression, 
r.g., Brazil and here they formed the best men into squads which were called 
“ Mother Foci Squads ” tn attack the “ fons et origo ", 

Dr. Duff rited tho cases of himself, a Mr. Onklcy and wife who had been 
on the Coast 20, 21 and 20 years respectively with no knowledge of having 
had a disease like yellow fever, yet Mr. Oakley was n + 

Sir E. Thornton asked regarding malaria ns n result of hush clearing and 
was informed that after such clearing '• dubh ” grass was planted in 
European and native areas with low growing traps in the latter also (c.| 7 ., 
ground nuts and beans). 

Dr. Scott asked regarding the nationality of sanitary inspectors. These 
are African uniformed snnitnry inspectors who bear a polite note from 
.Medical Officer of Bonlth ; but must first see the European occupant boforo 
anything is done. 

T)r. Smith thought Indians would be a useful index of tho presence of 
the disease. Zanzibar lias now a .stogomyia liousp index of 1 worked out 
■from annual statistics; weekly inspections, a piped water supply and is 
reasonably safe from stegomyin. 

Dr. Sfaelcnnan, who depends on shallow wells, asked for additional ways 
of killing btegomyin in them other than by oil and was told the method of 
making them mosquito proof. 

Dr. Gitkn asked for details of “ adult ” control and was told that adults 
wore not dealt with except when there was n ease of yellow fever when there 
was fumigation by SO, or HCX, 

Dr. Orchstrin ashed : fi) if there were any cases of officers arriving from 
native potentially infected areas nt non-infocted ports within the incubation 
period and developing the disense within six days of arrival. Ho said yellow 
fever cases wero from time to time brought to Panama but since 2006 not 
*n single ease has occurred there. 

Dr. Johnson described one case— a missionary from tho borders of Lake 
Cliad— who did two days by motor road (400 miles) to rail head and two days 
on by rail nt Jos to Lagos, was ill on arrival nt Jos but boarded the train 
and died one dny after arrival yellow fever being conOriimd. Such a easo 

‘ : ’ d 2 
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might have boarded on aeroplane. There were two others with him but- 
npithor was affected, 

(ii) Tneniorliynehns was negligible, e.g. t no case in Panama since 1906- 
though Tnoniorhyiichus present. Dr. Johnson said this was reassuring. 

(Hi) Detection of larvae : Electric torches essential ns, when one bonds and 
throws a shadow, the stogomyin fall to the bottom especially in shallow wells- 
and tmcli or acetylene lamps show them up. Dr. Johnson agrees. 

(iv) Breeding grounds of ttcgomyia : If adults present then breeding' 
grounds must bo near, c.g., easo of the drip from an ice-chest on battleship* 
at Panama : also bamboo nodes. Dr. Johnson agrees. 


(v) 


Possible 

infected 

4" " A ” case. 

Infected 

endemic 

[iron. 


area. 


cases. 


“ x " case (1 ease) not necessarily from “ B ” (though many enses here). 
Possibly “ A ” duo to introduction of non-immunes in numbers without 
special 6tegomyin introduction. 

Sir George Buchanan atked : (a) if air routes in Nigeria were regularised 
anil Dr. Johnson said that there wore at present no definite air routes but 
only occasional fliers and official visits from R. A. P. in Soudan. 

(b) What are arrangements for nir craft from other countries? These are- 
examined bv tiie Port Honlth Officer, Lagos, in the same way as shipping is, 
and in the North by Medical Officers of Henlth. There are no official landing. 

grounds. 
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APPENDIX 20. 


Plague. 

Report on the position in regard to, and measures employed to 
combat, plague in the Union of Smith Africa, the Mandated 
Territory of South-West Africa, Angola, the East Africon 
Colonics and Protectorates, Bcchuanaland and other African 
countries represented at the Conference. 

The subject of plague was considered in the Plenary Sessions of the Con- 
'forence, hold on November J8U1 and 21st. Papers were rend by Sir Edward 
"Thornton, Dr. Ifindsbecck, and Dr. Damns Worn. Delegates from African 
‘Countries which are, or have been, infected with the disease contributed to 
the discussion, whilst Mnjor-Genernl Graham gave a resume of the experience 
of India with special rcfeienee to anti-plague vaccination and serum treat- 
ment; Sir George Buchanan drew attention to the relevant articles of the 
International Sanitary Convention of 192G, dealing with international co- 
operation. 

I . — Introduction and Spread of Plague . 

Tn Southern Alrioa human plague appeared first in 1809 and most out- 
breaks were traced to known infected ships or centres. Since then plague 
has occurred in many areas and its spread 1ms been associated definitely with 
• epizootics amongst wild rodents. Up-to-date the deaths recorded as due to 
plague in the Union of South Africa total 1,78.1. 

It appears that in East Africn plague must have been endemic for many 
years prior to European occupation. The countiies most nffevted have been 
Uganda, Kenya, and Tanganyika Territory. As a striking example of the 
heavy incidence of plague in East Africa, it may he mentioned that in 
Uganda 56,000 deaths from plague have been known to have occur) ed during 
the period 1930-31 . In the case of Tanganyika it is thought tlint field rodents 
. -can have had little influence on the dissemination of plague in late years, 
"• but as in tlie ease of the other infected regions, it is maintained essentially 
"by domestic rodents and the Acs infected by them. 

From "West Africa an outbreak of plague, lasting from 1021-1931, has 
"been reported from Nigeria, in Lagos and nearbj towns. There has been no 
reason to suppose that infection has spread into the interior of the country. 
"The delegate from the Gold Coast gave information of plnguo outbreaks in 
1908, 1917 and 1924, since when thoro has been no further plague infection 
in that colony. In Angola a few rases of Iminnn plague occurred at the sen 
ports up to 1929. The disease lias recently appeared in the Mandated Terri- 
-tory of South-West Africa and in Southern Angola in veld rodents and in 
man. This spread has been traced front the Union of South Africa through 
the Kalahari, part of which lies in Uechimnalaiid Protectorate, into Ovnm- 
holnnd (Soutii-Wcst Africn) and onwards into Angola. The spread of this 
infection is attributed to the same causes ns oporate further south and the 
same wild rodents have been proved to have cm nod the disease. 

J I , — Present Position. 

Taking the information contributed to the Conference seriatim: — 

A. South Africa . — Rodent plague infection must be considered to be pre- 
valent throughout the greater part of South Africa where it is accompanied 
"by occasional small outbreaks or sporadic cases of human plague. But the 
• urban areas , with a few exceptions, and all the ports lmvc remained free 
from rodent infection, or human plague, during the last seventeen years. 
Inlection bus now overrun the Union borders Rnd has invaded the Mandated 
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Terrtory of South-West Africa and also Angola; the position in these two- 
countries is now similar, in every respect, to that obtaining in the Union 
except that in Angola infection has been confined, as far as can be ascer- 
tained, to the southern portion of the country, whilst in South-West Africa 
the spread has been more general. As in neighbouring plague infected coun- 
tries the spread of plague has proved to be dependent, almost entirely, on 
the infection existing amongst wild rodents; the connecting link between 
the wild rodents, chiefly gerhilles (Tat era lobengulae), and man is the multi- 
inanimate mouse ( Mus . concha) which in the Cape area is replaced by the 
striped mouse ( Rliabdonnjs pumbilio ). Therefore in the Union, outside the- 
urban areas, ports and railways, in which domestic rodents are being “ built 
out ”, and other measures against rodents are taken, attention is concen- 
trated on the measures for the extermination of rodents with the object of 
preventing infection from wild rodents to the domestic specie and so to man. 

B. East Africa . — With the exception of Zanzibar and Mozambique, plague 
is now endemic in many areas of the East African countries represented at 
the Conference, particularly in the Eastern portions of Uganda, but the 
ports on the East Const hare in recent years been free fioin infection. So 
far it is the domestic rodent which plays the most important part in the 
spread of human plague in Enst Africa, but rodent surveys have not been 
completed in any East African country and certainly some infection lias been 
recorded amongst wild rodents. 

O. Other Countries Represented . — Except for one outbreak in the Loanga 
valley during 1917 no eases of lodent or human plngue were reported from 
Northern Rhodesia. There is no history of infection in man or rodents having 
existed in Southern Rhodesia, or in man in Basutoland, in Bechunnaland 
Protectorate no human cases Imre occurred, but rodent infection lias tnken 
place over a wide nrea. Neither rodent nor human plague is known to exist 
in Nigeria or the Gold Cobst at the present time. 


111.— Possibilities of Extension of Plague. 

Infection is widespread in the Union of South Africa and plague, both 
human and rodent, has been demonstrated on its borders, particularly in 
the southern 'portions of Bechuanaland Protectorate which were found to be 
heavily infected with rodent plague in 1928. Therefore it seems probable that 
it is a question only of time before other countries become infected in the 
sume way as South-West Africa and Angola. The climatic and other condi- 
tions which prevail in the countries bordering on the Union resemble those 
in the Union and there does not appear to be any demonstrable factor which 
can be expected to prevent the slow spread of plngue North and East. The 
delegates from Portuguese Enst Allies, Northern Rhodesia, Southern Rhodesia 
considered that the invasion of the territories they represent must be regarded 
as possible, if not probable in the near future. 

In Kenya, Tanganyika and Uganda, ns indicated above, the position does 
not appear to be governed by the wild rodents, and in both Ugandn and in- 
Kenya it has been possible to show that the spread of plague is coinrident 
with the advance of the black rat (Itattus rattus). 

On the other hand the dissemination of plague outside Africa from South 
African and East African ports was considered to be unlikely so long as 
the present precautions are enforced and the ports kept free from infection. 
In the Union of South Africa every precaution is taken to nvoid conveyance 
of plague infection through maize exposed to infection at its source. Maize 
loaded on ships via the elevntor system is freed from fleas and does not convey 
plngue infection. Bagged maize is niore'dnngerous but when necessary it is 
stacked in the open and treated with hydrocyanic acid gas. Attention is 
also paid to the importance of not sending nivny ships carrying cargoes of 
maize or other foodstuffs whilst they contain any appreciable number of rats; 
this is ot importance from tins point of view of commerce as well as thnt 
concerned with the risk of plague transmission. 



In East Africa attention needs to be given to certain staplo exports, 
including cotton and cotton-seed and coffee, which at the place of tlieir 
collection or storage may be attractive to rats — and so come to harbour 
plague-infected rats and fleas. 

While the possibility of infection of this hind of merchandise is to be 
admitted, it is ' "noteworthy that the endeavours which have been made to 
detect the presonco of rats or fleas in trucks or bales which arrive at the coast 
have yielded little or no evidence that the danger of exportation of plague 
in his way is a substantial one. 

Investigation on arrivnl at Mombasa of closed steel trucks Inden •with 
cotton seed from Uganda lias shown only a very low infestation with live fleas. 


IV. — Uoncf unions. 

(1) In South Africa the dissemination of plague depends principally on 
infection of wild rodents, iu other parts of Africa the domestic rodents piny 
the determining role. 

In South Africa there is little danger of uiban outbreaks of plague inas- 
much ns towns arc protected by the “ building-out ” of rodents, nnti-rnt 
measures, and in some instnnee by rodent-free holts. The problem is chiefly 
rural, and attacks on veld rodents by means of trapping, gassing and poison- 
ing arc the 'principal anti-plague measure. 

In East African countries local conditions arc often unfavourable to an 
efficient anti-wild rodent campaign, even if such were necessary. Where the 
lmiltimmnmutc mice and other similar rodents piny nn important part, as 
seems the case in certain areas, an nnti-wild rodent enmpaign would have to 
be undertaken; generally speaking however in East African countries nnti- 
plague measures can bo directed principally against domestic rodents. 

It should bo noted that in East Africa it would appear thnt the presence 
of Hattus Ituttus militates against the invasion of buildings by multi- 
.mninmate mice and similnr rodent species winch were formerly domestic 
indents in these countries. 

(2) A primnry requirement, from the international point of view, is the 
sending, at suitable intervals, of information to the Office Interuationnl 
d’Hygione Publique regarding now evidence obtained about the extension 
of rodent plague and the measures taken to deni with it; in this way n record 
is available to the health administrations of all countries interested. Besides 
this examples have been brought to the notice of the Conference of eo-operation 
having taken place between countries infected with plague and others which 
have been threatened with the possibility of outbreaks. There can be no 
doubt that great benefit 1ms resulted from this oo-operntion which hns taken 
various forms* in one instance n conference was arranged to decide upon 
mutual action l>y the representatives of the Health Department of the Union 
and officers from South-West Africa and Angoln; in n second instance a 
rodent survey of a portion of Bcchuonaland Protectorate was carried out by 
the Union Health Department acting at the request of the Bccluiannland 
Government. The groat importance of co-operation was reuiised and it was 
thought thnt even more could be effected in the future by local agreement 
between neighbouring countries and by following up notifications of epizootics 
or of first cases of plague by communications outlining the course ot epizootic 
or epidemic from time to time. Some anxiety wns expressed ns to whether 
nn epidemiu in South-West Africa wns under proper control and it was 
thought that if a rainy season occurred it might be necessary for the Adminis- 
tration responsible materially to strengthen the staff to enable the outbreak 
to be effectively handled. 

(3) Much hns yet to lie learned regarding the protective efficacy of anti- 
plague vaccination in different circumstances, 'nnd the degree of importance 
which should he assigned to this method of protection among those available 
for preventing the extension of humnn plague. The Conference noted that 
specinl'.^'rgQjiries on this subject are now in progress nt the Office International 



100 


d’Hygiene Publique, in which it is evidently desirable that African health 
administrations should fully participate. At the moment it was only possible 
to note the principal facte contributed by the Delegates present in regard 
to the employment of vaccination in their territories. 

In British Indin, as is well known, anti-plague vaccination (Haffkin4) is 
practised on a large scale as one of the routine precautionary measures, aud 
is reported, on the basis of large experience, to be attended with considerable 
success. A vaccine prepared locally according to the Haffkine method is 
employed in South and East Africa. Vaccination of the mass of the popula- 
tion against plague is not now attempted either in Kenya or Uganda. 
Vaccination, however, is used on a considerable scale for contracts in infected 
areas in Kenya, and to n less extent in Uganda and Tanganyika. 

In Angola, the vaccine employed is obtained from the Pasteur Institute 
in Paris, and utilised on a large scale for prophylactic work, when plague 
occurs. Little use is made of anti-plague vnccinntion in the Union of South 
Africa. 

In general, vaccine is made available to and employed for the close 
contacts of infection, c.p., those engaged in anti-plague work. 

( 4 ) Disinfestation and disinfection of shipping was discussed and the 
attention of the Conference was drawn to the standards agreed upon by the 
Fumigation Commission of the Health Committee of the Leagne of Nations 
in respect of H.C.N . gas and Sulphur Dioxide. 

( 5 ) During its session the Conference had the advantage of witnessing a 
demonstration of the gassing of wild rodents by the use of cynnogas dust — a 
method which has been very efficiently developed in the Union of South 
Africa. In the practical application of this and similar methods of plague 
control, ns well as in all aspects of plague resenrch, it is important that 
African administrations should take as active n pnrt as circumstances and 
opportunities permit, in order to add to our technical and scientific knowledge. 

(G) The economic aspect of rat destruction ns distinct from disease dis- 
semination must not be lost sight of in view of the extensive damage to 
property and foodstuffs, for which these rodents are responsible. 



APPENDIX 21. 


Leprosy in the Union. 


The general policy regarding leprosy which the Deportment lias been 
steadily pursuing for years past is in agreement with the principles set out 
in the Report of the Bangkok Conference. 

It comprises compulsory segregation of infectious eases so long only tin 
they arc considered infectious and a danger to health, hut tile law is adminis- 
tered liberally and sympathetically and always from the standpoint of the 
public health and social interests of the community. 

Institutions. — There are at present five institutions in the Union where 
lepers are segregated. All except that at Pretoria admit Natives only. At 
Pretoria Europeans, Natives Asiatics and persons ot mixed race arc segre- 
gated. 

The following figures regarding certified eases of leprosy in the Union 
during the year ending 1st July 15)31 may he of interest:— 


Total lepers in Institutions . 
Home Segregated .... 
Discharged lepers under Surveillance 
Released from Surveillance . . 


2.2M 

11 

1,239 

Stl 


Control of Contacts .—' When » ease is notified and removed to an institu- 
tion all his or her immediate contacts, i.e., persons living in tlio same dwelling 
or kraal, are examined by a Government medical officer, a nasal smear for 
bacteriological examination being taken at the .same time. The full name 
and address of encli such contact is recorded m n register kept hy tho 
magistrate of the district. Each contact is again medically examined and 
a smear taken a year later, and again five years later 


Tientmrnt of Cm*. 

A. General Trenfmcnt. — The treatment both general and special carried 
out at the various institutions varies n good deal in extent and also somewhat, 
in nntuie, but it limy justly be stated that at the two mum Institutions — 
at Pretoria and Emjnnynna — there are very few patients indeed who arc not 
undergoing both general and special treatment. 

The treatment given aims at improving 'the patients' general condition of 
health, physical fitness and resistance coupled with suitable and liberal dietetic 
treatment and hygienic measures. 

Associated diseases of which syphilis is the most common aru in all 
instances suitably treated. 

In regard to physical exorcise, all Institutions have extensive grounds 
which tho patients are permitted to uso. Much of the manual work of tho 
Institutions is done by tho patients for payment — an arrangement which 
assists many patients in the financial support of their healthy families outside. 
This arrangement also tends to make patients more independent and con- 
tented. 

B. .Special Treatment.— This mainly consists of giving Chnuhnoogvn oil or 
its derivatives. Tho oil from Hydrocurpiis Wiglitianu is purchased from 
Indian firms specially recommended to tho Government. Patients receive 
every encouragement to 'undergo treatment on modern lines, mid all institu- 
tional medical officers arc supplied with various Clmtdmoogrn oil prepara- 
tions with or without creosote or iodine. Alepol lias also been extensively 
used, 

Ethyl esters, plain or iodised, are also available, and ns the Government 
chemists are now manufacturing a very pure ethyl ester it is anticipated 
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that an increased amount of South African made ethyl esters will be used in 
the future. 

Special soaps are not made much use of, but Native patients ate often 
fond of using Clmnlmoogrn oil in the form of inunction. 

C. Treatment of Lepra Heart ion . — This is usually treated by suspension of 
special treatment, rest in bed, milk diet, attention to boivels/ etc. 

D. Additional Treatments . — Other forms of treatment are also carried out 
from tune to time. These include protein shock, antimony, iodine, etc. 
Painting with trichlor, acetic acid or collodium salicylic acid is also carried 
out. The use of triehlor, acetic acid though much in favour with certain 
patients has, however, often to be restricted not only because it may mask 
the true condition of lesions but also because of its tendency to causo n 
keloid condition. 

Heliotherapy has apparently not much effect upon the disease hilt sun- 
baths and hydropathy appear to materially improve the general health of 
patients. Jn the latter connection the patients’ daily hath is held in high 
repute ns an adjunct to treatment. 

Suitable surgical treatment especially where hone is affected is as essential 
ns a resident institutional bootmaker able to design suitable fitting boots 
for patients with lesions of the feet. 

Litfharge o] Cutes liy Leprosy Hoard. . 

The Union Government has for yen is past caused all lepers in its institu- 
tions to be periodically examined and classified by an authoritative leprosy 
board of medical men with a special knowledge ol leprosy. 

The Board classifies ench case by a uniform method and discharges on 
probation under surveillance all cases in which the disense is no longcr 
infective or is considered to be arrested. 

Under the Board’s Terms of lleferpnce cases are classified ns inni-iilo- 
nmesthofcir, nodular and mixed, but these classes are divided into special 
sub-types in such a way that the main factor taken into account is not the 
severity of the disease as is 1 ecoimnended by the Manila Conference but tho 
question of activity and mfcctivity of the disease. 

By classification in this manner we are at a glance able to estimate 
approximately the probability of discharge or arrest of a lnrge number of ‘ 
cases m each institution. 

The patients themselves, particularly Native patients, take very consider- 
able interest in their annual classification and in point of fact a patient's 
classification very frequently has a very important bearing on bis keenness 
for undergoing treatment. 

The Board’s visit is looked forward to with excitement by n large number 
of patients and the number of discharges has an important bearing on tlib 
number of patients being voluntarily admitted to our institutions. 

In passing it is well to record that as a icsult of propaganda in tho 
Native areas and increasing belief in the value of treatment and the largo 
number of non-mfective or arrested cases being discharged each year from 
our institutions the number of \ oluntary ndmissions to our institutions is 
increasing each year. 


Disi/iarpc of Cates. 

Uncharged eases are carefully followed up- B hen n patient is discharged 
fiom an institution liis future address is registered in the office of tho 
magistrate of the area whore he resides, If " l0 patient is without means o 
support the Government assists linn by means of a monthly monetary allow- 
ance. The patient is bound to notify the magistrate of nny change in 
address. He is examined clinically nnd bartoriologienlly every six months 
for the first three years after discharge and om-c n year for the second three 
years. If at any time tio become again infective during this six-jenr period 
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he is re-admitted to a leper institution. If there is no reernde.seeneo (hiring 
tlie six-year period the patient is finally discharged from surveillance. 

Even in the Native Territories we are aide to keep in touch with the 
majority of discharged cnses in this manner. 

Patients proMionalbj discharged from Institutions and number of such 
patients who have been rc-adtniticd to Institutions as recrudescint. 


* 






No. of 


/ 






Probntionally 







No. of 

Discharged 

Total 






Patients 

Patients 

number 






ProbAtionnlly who have 

of 






Discharged 

been re- 

Patients 






lrom 

admitted to 

in 






Institutions. 

Institutions Institutions. 







ns recrudcs- 








ccnt. 


Year ended 

30th June, 

1923 

* 

. m 

8 

2,501 

99 


99 

3924 

. 

. 254 

0 

2,141 

>9 

M 

>9 

1923 


105 

2 

2,174 

91 

99 

99 

1926 


70 

5 

2,271 . 

>9 

99 

•9 

1927 


. 171 

18 

2,322 

99 

99 

99 

1923 


. 225 

26 

2,405 

99 

99 

99 

1929 


. 253 

21 

2,302 

19 

99 

99 

1930 


. 321 

33 

2,279 

99 

99 

99 

1931 

• 

. 335 

37 

2,284 





Total 

»- 

1 ' ys 
CN 

( of 

152 

20,679 
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APPENDIX 22. 

I 

Report of the Committee on the control of Leprosy in 'Africa— with 
special reference to the Bangkok and Manila Conferences. 

oi WaS C0nstituted at the fir8t «*»* Session 

General J. D. Graham. 

Dr. S. W. T. Lee. 

Dr. N. M. Maclennnn. 

. Dr. R. M. Morris. 

Dr. S. R. F. Nattle. 

Dr. W. 'B. Johnson. 

Dr. F. C. Willmot. 

Genernl J . D. Graham was elected Chairman and Dr. Willmot, Rapporteur. 

Dr. dp Sousa and Dr. Hinsbeeek, Members of the Conference, also 
attended and briefly addressed the Committee. 

General.— At the request of the Chairman, each member briefly outlined 
"the leprosy problem in the Region which he represented. 

From the ensuing discussion, it mas clear that the leprosy policy problem 
and practice in the various Regions of Africa- varied within very wide limits. 

Bangkok Report. — After discussion, the summary and conclusions con- 
tained in this report were found to be acceptable to all members. 

Isolation of Cases. — Members, while accepting the view tlmt isolation of 
infection'- ea>>es is one of the necessary mensuves in prophylaxis of the 
disease, are of opinion that a comprehensive system of effective isolation of 
all infectious cases is, in certain of the large Regions of Africa, not at present 
a practicable proposition. 

Members desire to emphasise that any system of compulsory isolation of 
cases of leprosy most he imposed with discretion, bearing in mind not only 
the public health and social interests of the community nt large, but also 
the effect of such measures on the native mind and the danger of undue 
rigidity causing natives to hide cases which may he highly infectious. 

Any form of propaganda, especially amongst natives, and any mensures 
which will encourage natives to report early cases of leprosy, should he 
■encouraged to the utmost. 

Apart altogether from the question of discharge from leper institutions of 
arrested cases of the disease, members are in agreement that the cases or 
types of leprosy which may be regarded as 11 closed ” and which, while still 
showing clinical evidence of active leprosy are nevertheless free from bacilli, 
•should not be compulsorily detained in any leper institution. 

Manila Report, — Members are in agreement generally with the views ex- 
pressed in conclusions of the report All are agreed as to the desirability for 
uniformity of methods and terms in such matters as the designation of cases, 
lesions and nomenclature. 

With legard to the classification suggested in the report, members were 
informed tlmt there are certain sub-types of leprosy in South Africa which 
■do not fit in with the proposed classification. The matter is, therefore, still 
under consideration by the Union Government. T[, e other members ore 
prepared to accept the classification referred to. 

Medical Treatment of Leprosy. — Tn I\ r . n ^' c ^lv all areas some form of 
chaulmoogra oil treatment is in use. Iodised Ethyl Esters are being tried 
out in several of the areas, nn<l in two of j"em, namely, in the Union and 
Nigeria, this preparation is being successfully manufactured in the manner 
prescribed in the Manila report. 
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Eml nation of Terms . — While the majority of members are in agreement 
with the definitions of “ active cases ”, “ quiescent cases ”, and “ arrested 
cases ”, the South African delegate holds the view that the definition of an 
“ arrested case ” should receive further consideration in the light of South 
Airican experience, which goes to show that in many eases the pel iod can 
be reduced to one year, provided the bacteriological examination over the 
yearly period is carried out monthly. 

. All members are agreed as to the necessity of abstaining from making use 
of the word “ cure ” as applied to leprosy. 

( Conclusion . — At the outset it was stated that anti-leprotic activities and 
measures in operation in different African States varied considerably. The 
reasons for this arc to be found in the fact that apart from the incidence of 
disease and other factors, the public healtii problems and the magnitude 'of 
such problems, particularly in Africa, vary very widely, and Health Adminis- 
trations dealing with such matters as Yellow Fever, Plague, Mnlaria, Yaws, 
Syphilis, Sleeping Sickness and Tuberculosis, can only assign such energies 
and expenditure to leprosy as the disease warrants, in view of its relative 
importance to other problems with which they are faced. 

The recommendations contained in these reports can, therefore, onlv lie 
applied to any of the African States to nn extent which the public health, 
local needs, conditions, machinery and financial resources pertaining to the 
country concerned justify. 


Cape Town, 24th November 1932. 


F. C. WILLMOT, 

Bapporteur. 
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APPEND! X 23. 

Smaj.i.-pox Committee. 

Memorandum for dhnttrion. 

1. Tftntt of reference . — To consider the Adoption of uniform reputations 
for tin- prevention of tlie introduction into Southern and Eastern Afrioan of 
Small-pox frfiin Indin. 

The Committee consists of: — 

Dr. Gilts (Chnirninu). 

Dr. Smith (Jtanribnr). 

Dr. De Souwi (Portuguese Enst Africn). 

Gi-ncrnl Grnlinm (India). 

Dr. Park Ross (I'nion of South Africa). 

Dr. Reott (Rapporteur). 

2. Experience at African ports hits shown that cases of smnll-pox fre- 
quently arose on ships between Bombay and the port of destination. Twelve 
such ships reached Durban during 1929-30. 

This caused expense to shipping and grave inconvenience to the travelling 
public. 

The Enst African territories run n very grave risk from the introduction 
of sinall-pox enses in the incubation stage by passengers who have already 
disembarked after transit in n healthy ship. A serious epidemic of virulent 
smnll-pox occurred in Tanganyika following the disembarkation of a passen- 
ger in the incubation stage of the disease evidently infected before departure 
from India." This outbreak bore striking contrast to the mud small-pos which 
occurs still in the South Western area of the Territory, beta ecu which there 
was no connection. Tn the virulent outbreak the case of mortnlitj was 20 
per cent. It was therefore necessary for the countries, concerned to taka 
measures to protect themselves and the shipping from this recurrent disloca- 
tion of traffic nnd inconvenience to passengers. 

To secure this end the " importing ” Governments laid down in 1930 
the conditions under which tliev would accept passengers from 'ndin ns 
being sufficiently protected from smnll-pox. Tins they 
tinder Article 15 of the 1920 Convention: hut the 
same in each country, nnd much eorres|Kmdence ensued between tin > Br t 
Government and the other Governments ronefrned, ending with the decision 
to dismiss the question at this Conference. . . , , • . 

2. The 1920 Convention was framed to reduced luconvenicnccfoph.ppp 
and the travelling public: while it is rewgiii'ed H'at qi^nnhnMS an anttqt“ 
procedure to he avoided ns far ns possible. Artmle 5i ompo I tnore 

to conclude special agreements to make Conven o{ Tndia 

elfieneious and less burdensome ; and the P f . . Accordance with 

for the adoption of unifo rm rcgid atmns nnd wmtri es .should 

the specific intention of Article -1. whirti rcc^ ^ emigrants 

agree between themselves upon ^'c pre ensure that medirnl 

shall lw submitted ill the country of dcpartitre, so ns in en in. 

rejections on arrival may ho reduced tn the 9 ' , ; n f or tible 

4. Such measures if effective protect b««« «"s Mention. 

for 

will furnish security for the P» w <c health. 
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5. The principles governing the prevention of small-pox are generally 
agreed: It may be ns well to restate them for the sake of clarity: — 

(1) Successful vaccination with active anti-variolous lymph including 

such reactions or absences of renction ns disclose immunity, 
effected not less than twelve days and not more than three years 
previously. 

(2) A previous attack of small-pox (of which typical scars may bo 

accepted^ as evidence). 

6. Difficulty has however occurred legarding the method of applying these 
principles m practice: and experience has shewn the difficulties which occur 
in establishing evidence of successful vaccination in a given individual. Jt 
lias hcen suggested that the following evidence would prove acceptable to 
the “ importing ” Governments, always bearing in mind, that the responsibi- 
lity for tho decision as to the protection enjoyed by any individual rests 
with the port Health Officer at the port of disembarkation, and that the 
evidence of protection and identity submitted must be acceptable to him and 
does not of itself confer the right to admission. 

(1) A reliable certificate of successful vaccination, written in the 

English and French languages. 

Note. — It has-been represented that the certificate in order to 
be regarded ns reliable, should be issued' by a registeied medical 
practitioner and endorsed to that effect hv the Health Authority 
at the port of departure who should satisfy himself ns to tlie 
identity of the individual. Successful vaccination includes such 
reactions or absences of reaction ns disclose immunity, and full 
detnils must be given in such cases. '• • 

(2) Evidence of previous small-pox ns indicated by scars. 

The Port Health Officer should be authorised to exercise liis discretion in 
the case of infants horn during tho voyage, and in the caso of alleged loss of 
certificate where the alleged vaccination is supported by scar evidence. It 
has also been suggested that Government servants who have not complied 
..with the regulations and being readily subject to control might also be 
subject to the discretion of the Health Officer. Although I supported this 
proposal in the first instance T am doubtful whether we can properly dis- 
criminate in a matter of this sort between different classes of offenders. 

7. Tho suggestion emanating from Dr. F. V. Adams, the Port Health 
Officer of Dar-es-Salaam. and supported by the Government of Tanganyika 
and "Uganda, that the Passport system would form a convenient method of 
health certification, commencing with the insertion on passports of particulars 
relating to anti-small-pox vaccination, is also submitted for the consider- 
ation of the Committee, which may see fit to advise the Conference to recom- 
mend further examination of the proposal. It is suggested that tho insertion 
of particulars relating to anti-small-pox vaccination might from the first 
stop in this connection. 

Tho Intenationnl adoption of the proposal would, the originator suggests: — 

A. Operate to limit the spread of small-pox over frontiers. 

B. Remove or diminish tho necessity for quarantine restrictions which 

cause heavy losses to the travelling and mercantile communities. 

O. Be a boon to travellers who might thereby expect to eseapp tlplnv 
and/or vaccination in the course of a- journey: and reduce the 
number of papers carried. 

D. Profit the Governments concerned, indirectly by avoiding inter- 

ference with trade; and directly by the receipt of fees, the 
extension of vaccination, and tho decrease of preventive work at 
ports of arrival. 

E. Be capable of eventual extension to include _ other diseases such as 

i Tuberculosis and Syphilis, for which certificates of freedom are 

« at present required by neighbouring administration. 
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APPENDIX 25. 


Memorandum from Dr. Park lioss of Union Health Department, . 

Durban. 

Precautions against Ssiall-tox at Pout of Duhhan. * 

The practice nt the Port of Durban in respect of ships arriving from India, 
who have landed Small-pox cases at Intermediate Ports during the voyage, 
is to quarantine deck passengers for a period of 16 days after the last cases 
of small-pox had left the ship, and to permit lvtt and 2nd class European 
passengers to proceed to their homes in the UAion, provided they give a 
satisfactory address, and satisfy the Port Authorities that they will he within, 
call for a- similar period. 

The difficulties arising in connection with the control of Indians who might 
claim to he similarly treated is reflected in a Minute from the Secretary for 
Public Health to the Port Health Officer, Durban, No. -103/6 of 26th April 
1924, which represents the position to-day, and outlines the policyyit present 
followed: — 1 

11 You are no doubt well aware that the Indian commnmty is very 
• sensitive to anything which in their view savours of racial distinction, 
and it is very desirable that in instituting health precautions every care 
should be taken to minimise delay or inconvenience to any member <rf 
the community and where notion is taken to make clear 
for the purpose of safeguarding the public health and is entirely depen- 
dent on circumstances other than the race of the persons concerned. 

The Minister is desirous, especially under present circumstances, that 
any ground of complaint should he avoided where possible. 1 
fomed him that respectable Indians domiciled in Natal, or who can 

otherwise be identified or traced are dealt ^^T^iAk naLen! 
lines ns- members of other races, hut that as a rule Indian deck passen 
gets on landing simply disappear and cannot be .£“?!? 

, change their names on landing and addresses dady for : XStor they 
after; that they give false addresses or addresses thn * exirt o 
eive false references and their statements as regn that if 

K, X? utterly umuli.blj I by 

an Indian small-pos contact landed from a vessel sub q ^ j nut | 10 . 
the disease without being under effective surveillance , fie 

rity and, if as a result of delay in for SpS aghast 

local authority concerned would hnve gra cmwse j 5 to detain 

this Department and that therefore the f®ly gf a trpBj tvIio, 

either on hoard the vessel or on Salisbury Island xt is nn- 

if allowed to land, cannot be kept under effective ^ ^ Jg ; nc!dent ^, 
fortunate that such persons are as a rule I^ “ns, b m i n ;niise the 
so to speak. The Department,, « “ linds for complaint." 

restrictions and to carefully avoid any legitimate 8™ 

Jto, risk * D,rb„ i. . r..l .»• >* * * **' 

D»ri« lb. Srst b,ll of 1W. <" 

had been no Small-pos in Natal. ^fog less 

protected persons. 


mg: — 
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The “ Karapara ” landed a case of Small-pox at Zanzibar, during her 
voyage from Bombay to Durban. On arrival here on 17th June 1926, 
two Buspeots among the crew were removed to the Isolation Hospital on 
Salisbury Island, where the deck passengers were already in quarantine. 

A tim'd suspect was removed on 20th June 1926. 

On the 3rd July 1926, our Head Hospital Attendant developed severe 
Small-pox, losing an eyo. 

• . It appeared that ho had not vaccinated himself with the lymph given 
him by the Port Health Officer, although he was held to have been pre- 
'•viously efficiently protected. 

On 13th July 1926, a Durban Tramway Inspector was discovered in an 
advanced stage of Small-pox, from which he died. 

The Municipal Authorities, as soon as the case was discovered, took 
appropriate action. His Kitchen-boy, however, reported sick to his 
Mistress, bolted on the "Master being taken to hospital, and has never 
been traced. 

Tho Inspector admitted on his death-bed that he had made clan-destine 
visits to tho “ Karapaia ” while slio was in quarantine, and no other 
source of his infection cau ho suggested. 

In October 1926, the Municipal Authority found 4 cases suspicious 
disease in an Indian Barracks in Durban, and we confirmed their diag- 
nosis of Small-pox. 

Investigation showed that other people in the same barracks had been 
ill during the previous 2 months of a similar disoase, and had cleared out 
lest they should be caught. Further eases occurred in these barracks, 
and in immediate search in Durban and its crowded environs disclosed 
during the next G weeks some 67 cases of Small-pox, many of them 
very severe indeed. 

The epidemic was stopped by mass vaccination, praotically the whole 
population in Durban and round about, some 227,000 in all, being 
vaccinated within a couple of weeks. The disease was .immediately 
checked. 

Tho local vaccination position is no longer satisfactory, owing to evasion 
of tho vaccination law, and deliberate hostility thereto by a section of tho 
Native people, although the mass is strongly in favour of vaccination, when 
they feel there is a need for it. 

No enso of actual Small-pox has. been landed since then. 

A list (marked A) of ships arriving during 1929 and 1930, at Durban 
from India, which have landed cases of Small-pox up the Coast is appended. 

It will be noted that there wore 12 such ships. 

During 1931, no ships bound for Durban landed cases in Africa, though 
tho “ Bmzumbi ", bound Calcutta, to Durban, landed 2 cases at Colombo 
among members of a now crew she picked up at Calcutta, and who wore stated 
by tho Captain to have been vaccinated 5 days before departure from Cal- 
cutta. 

As a result of these occurrences during 1929 aud 1930, and our prior un- 
happy experience, I wrote the company concerned, and asked if it would be 
possible to haro all passengers vacoinntod 30 days before arrival here. 

Tho Durban Agents communicated with Bombay, asking them to give 
effect to this. Tho Indian agents pointed out that they were powerless to 
insist. Accordingly the following correspondence ensued: — 
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'British India ships arriving at ports of ZJiirFirtii having had on Board one or 
more eases of Swall-por, 1929-1981. 


Vcssol. 

Cases Landed. 

Date of arrival. 

No. of passengers, etc., 
Quarantined. 

1929-30. 




l.-Karapara 

1 at Mombasa 

1st May 192!^ . 

99 Deck passengers, 
to Salisburr Island. 

2. Karagola . 

1 at Zanzibar . . 

2#th 3l*y l‘K!9 . 

S3 Deck passengm, 
to Salislmrv Island. 


1 at Zanzibar . ) 

18th September 

B3 Deck pissengera, 
t o Salisbury labtnd. 


1 at IJelagoa Tiny, j 

1929, 

4. Karon 

1 at Zanzibar . 

Kith November 
1929. 

73 Deck passengers, 
to Salisbury Island. 

5. T&Vw.n'hkMi 

1 VA. TjMoMmi , 

\UVv DeeewJUw 
1920- 

C3 (leak. M/.l 10 soc/jud 
1 ‘ln‘s on Salisbury 
Island. 

1930-31. 




1. Kotos 

Small-pox on S. S. 

* Ellora ’, passcit- 
gers _ trans-aliippod 
to’ Korea ’at Mom- 
basa. 1 

Sth January 1030 

83 Deck nnd 13 second 
class on Salisbury 
Island. 

2. Karagola . . 

4 cases nt Zanzibar . 

22nd .January 

1936. 

S3 dock nnd 9 focortd 
oln si on Salisbury 
Island. 

3. Khandalln . 

1 caso at Boira 

6th February 1930 

76 Dcok pnssongors on 
Salisbury Island. 

4. Karapara . 

1 at Dolagoa Bay . 

19th February 1030 

60 deck ntld 6 second 
class on Salisbury 
Island. 

6. Karoa 

1 case roportod at 
Dar-cs-S it Inn, 
after Bhip Bailed. 

Sth Mftrok 1930 . 

• « ■ • 

6. Karagola , 

1 at Zanzibar . 

19th March 1930 . 

40 dook passongom on 
Salisbury Island. 

7. Khnndalla £ 

1 at Zanzibar , 

1 at Dolagoa Bay, > 

2nd April 1930 . 

&0 deck pHsongors 
nnd 21 second class 
on Salisbury Island. 


Apart from the regulations undor Government Notice No. D32 of tlio 23rd 
May 1930, above quoted, our only legal restrictions on arrivals in the Union 
aro as under:— 


Act No. 36 of 1919. 

Section 9G . — Every unvaeoinntod adult person, or the pnront or guardian 
of every unvneeinatod child, in or entering the Union shall cause himself or 
such child to ho successfully vaccinated within twelve months aftor the com- 
mencement of this Act or aftor entering tbF Union, as the enso may bo, nnd 
shall, within the same period, transmit t»)_ a registrar of vaccination tho 
appropriate certificate signed by a district- surgeon, public vaccinator or other 
medical practitioner, ' ■.* •• 


• ; 
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Tin* insi«litinn« and except i'.«u ibn-tibed fn (fr-tioti ninety.ltro thall mutath 
tuit<irv!i> apply to any ndtdt p*T-.n or cliiM iWrilwl in (hit action. 

A |w>r»<>fi »luil k* to In- moan' mated if Iu< hnn not k-eu, or fails 

to Jifi-Si- tlmt 1,*- hm krsj, >iucee>»fii!}y tn<f in'lh'd. 

lUynUiUun 1C ol Wm rrt.un-.t So. f»e? uj IClh 3 tint 1931. (Port Utallh 

Jtr‘J'tl'ilint.1.) 

lit" Port Ht-.slili O.ltvr max n <ju«r*' Urn vnirination of any person on 
tionril of any »ni*l w tut, in lit* otiinun, may Imto liven recently expowrl to 
tie* inflation of emaM*|**x and «Iw «l* ■*«» not produce evidence to Iiis jntis- 
fm {ion i,{ M'ittvfiil ta«iiMtio/i M'nimt MimU-}>i*x during the five years 
ilninolut. li 1 tl at any *'ii!i jw-rotii max — 

f«) 1». %,.ti initr-l In fin- jx.rt health effirvr uith calf uifv-ine Kmpli free 
of rh"ir,;f>; or 

thl at hi* i.*mi expel 'r > ppy niedirnl practitioner trt perform the 
SAirinntion; 

M t«* exempt**) fr*tt*i the requirement if conxirleml by (he port health 
officer no* to U- m n lit state of health to underpn vaccination. 

Ar.v person s> In foil* to tomplj with any inxtrmlum or requirement Jaw- 
(nttv or rna.lt. tinder thi» rcjtnUtion >hnH be linhlo to the penalties 

prvVltM for a wntrnt.mion of the*-** t«*s:»ilfttS»mx, anil in addition the port 
health nttiif r may prohibit th« lattdiiijj of such pvriOti. 
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APPENDIX 30. 

Repott of the Committee ox Rufat, Hygiene. 

Cape Town, 22nd November, JP32. 

The Committee on Rural Hygiene was constituted at the first Plenary 
Session of the Conference, the members being — 

General .T. D. Grnlimn. 

Dr. A, Dnmas Morn. 

Dr. J. do Sousa. 

Dr. II. W. Dyko. 

Dr. D. Duff. 

Dr. J. L. Gilks. 

Dr. A. J. Orenstcin (Rapporteur). 

The Conference having decided that any member of tho Conference is 
privileged to attend meetings of nil committees and to address them 11m 
following Delegates attended tho first i\\ o sessions of the Committee held "on 
the 17th and 18th November, 1082, namely: Drs. N. M. Miielennnn, H. R. F. 
Nnttle, R. R. Scott. F. C. S. Hinsboeck, P. J. du Toit, jR. M. Morris, and 
IV. H. Smith. 

At the first session Genera! Graham was elected Chairman, and Dr. 
Orenstoin, Rapporteur. 

General . — In introducing tho subject to tlio Committee tho Chairman 
indicated tho many difficulties which nro inherent in it. Tie drew atten- 
tion to the work of the European Conference on Rural Hygiene organised 
by the League of Nations, nnd to tho valuable report published by it, 
and referred to the League’s Council meeting on the t5th October, 1932, 
which invited the Health Committee to arrnngo for the preparation by its 
Bureau of a report on the practicability of holding a conference on rural 
hygiene for tho Ear Eastern countries. 

He observed that the question of rural hygiene was now a burning one 
throughout the world, nnd it was appropriate, therefore, thnt the oppor- 
tunity of this Conference bo utilised to discuss this matter, which is one of 
tho utmost importance for Africa. 

The opportunity having been given to members of tho Committee and 
the others who attended tho sessions to recount tho organisation nnd experi- 
ence in the countries they represent, the following genernl principles 
emerged: — 

(a) That in countries with a largo backward native population it would 
} )C , generally speaking, inadvisable to separate preventive from 
eurativo medicine, in so far ns tho personnel which comes in 
• direct contact with tho populnco is concerned. Tho native races, 

> {a most countries, have to bo convinced first of all that tho 

personnel of the health organisation has the good of tho people 
at heart, and thnt it can and will help thorn. This can bo 
demonstrated most easily through curative activities, which pro- 
viso an opportunity for tnrgiblo demonstration of helpfulness. 

(1) Thnt neither preventive nor curative measures can achieve a 
marked degree of efficiency without full co-operation between tho 
administrative nnd technical departments of government and the 
health department. 

(c) Thnt most important in tho amelioration of health conditions are 
measures directed towards tho raising of tho economic status 
of the populace; this automatically results in the improvement 
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of two, at least, of tho most important factors operating towards 
raising tho standard of notional health, i.e., nutrition and 
bousing. 

(fl) That education in elementary hygiene is one of tho most important 
activities. This should commence in the primary schools, and it 
should take the form of instruction in practical hygiene and not 
ns is at present too often tho case, theoretical instruction prin- 
cipally in elementary anatomy and physiology. 

(c) That both in the preventive and curative organisations in many 
African territories, whether colonial or dominion, and probably 
elsewhere, native personnel must be utilised to tho fullest possible 
• extent. 


(/) In view of tho limited time at the disposal of the Conference and 
of the great variations in the several African countries in such 
fundamental matters ns endemic diseases, racinl constitution and 
distribution of population, its occupations and educational attain- 
ments, it was recognised that no attempt could be made to 
formulate detailed recommendations. It was consideied, how- 
ever, that tho maximum utility couhl be achieved by dealing 
only with tho more important of tho aforementioned principles, 
v which arc generally npplicnblo to all countries with a predominant 

native population. 

It would seem, therefore, best t'o divide this Report into sections based 
on tlio principles enumerated above. 

(1) Preventive unit Curative Functions not to be sepaiafed in Field 
Personnel . — The experience of all members of the Committee definitely 
paints to the inadvisability of separating preventive and curative functions 
in the rural areas ot most of the countries under consideration. There was 
unanimous agreement that wliilo this can bo, and is being, done in the larger 
urban areas, in so far as rural areas are concerned the confidence of tlie , 
populace can only bo won by tactful demonstration of the direct value • 
of tho health personnel to the individual. A cured patient becomes a centre 
of propaganda. Furthermore, therapeutic activity provides opportunity for 
health propaganda by word of mouth. It is felt, moreover, that the whole 
of the personnel of the medical department must bo impressed with tho im- 
portance of utilising every opportunity of contact with patients and tlie 
community, in order to give friendly instruction in simple language in / ‘ 
elementary hygiene, both personal and communal. As one of the Delegates ' 
put it : “ Tho dispenser should be given a little more instruction in -public 
health and tho sanitary inspector a little more instruction in treatment. 
For- this, si knowledge of the vernacular is essential.” 


(2) Co-operation between Government Departments.—- Jt not only appears 
to be axiomatic on general grounds, but is also demonstrated by actual expon- 
' once, as related by members of tlie Committeo, that satisfactory results can 
only bo achieved by complete co-operation between the various departments 
of government. The health personnel, no matter how zealous and efficient, 
can achieve but little if it has not the full cooperation of the administrative 
authorities, and of such departments ns Agriculture, Veterinary , Mucntion 
and Police. It would appear, therefore, of outstanding importance tnot 
officers destined for administrative work in rural areas, especially m native 
territories, should receive a satisfactory course of instruction to impress on 
them the importance of preventive and curative medicine, and the bearing 
these have on tho general welfare of the populaee The co^pere mn uluc 
must exist in order to achieve satisfactory resuite should he special^ stnwse.1 
in such instruction. It was particularly, emphasised that the c° irees .n 
public health now provided in homo countries for officers of the ndmunstratne 
colonial services should bo carefully reviewed and if necessary, rc-or^. i 
in such a' manner ns to' ms til practical knowledge m public health with 
special .emphasis on tlie essential rdle of administrative co-operation and 
responsibility. 
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(3) The Economic Status 0 / a UmmuUy in its hearing on public health.— 
No community enu bo healthy unless its economic status is sufficiently high 
to provide at least reasonably effective housing and particularly a balanced 
and sufficient ration throughout Iho year. Especially can no community bo 
healthy if it suffers from tiiuo to time from periods of famine or semi- 
famino. Probably the outstanding urgent probloui so tar as the native races 
arc concerned is to mnko it possible for them to have n continuous supply 
of sufficient and well-balanced food, and the next most important problem 
is housing. It may therefore be said without tear of serious contradiction 
that the first task before tiio administrations of predominantly native 
territories is the raising of the oconomm status of the population. 

'In an uuder-uouiishcd populace, especially it it is subjected to periods of 
famine or semi-famine, the more treatment ol disease, no mutter how effec- 
tively and widely carried out, will achieve but negligible results. 

(4> Education in Uggienc.—lt was ngteed that tho teaching of hygiene 
and elementary sanitation should be given a prominent plaeo in the 
curriculum of all schools. It is essential that training schools for teachers 
should lay special stress on instruction in hygiene and tile instruction should 
inoludo methods of teaching children the elements of hygiene. Jn primary 
schools use should bo made of primers based on hygiene. Such primers are 
now used in sovernt colonics, 

Tho services of district medical officers and the subordinate medical staff 
should bo utilised where necessary in initiating instruction in teaching 
hygiene and sanitation bath in tench ere’ training schools and in ordinary 
schools. It is to he emphasised that hygiene ami sanitation teaching should 
bo sunplo and practical, and that tho teaching oi lliebo subjects need not nnd 
should not be complicated by instruction in anatomy and physiology under 
the guise of “ Hygiene as ih now apparently often the ease. 

In tho work oi education in hygiene and sanitation, auxiliary agencies 
can bo advantageously utilised. Among these tho Hoy Scout nnd Girl Guide 
movements, the Junior lied Cross, and Missionary work aro already playing 
a very important role, and theso should bo encournged nnd oxpaiulcd in 
every possible way. 

Education of the adult by word of mouth 111 dispensaries and hospitals 
at communal meetings and specially organised gatherings— at which the use 
of lantern slides and tho cinema is a very valuable aid and attraction— should 
bo encouraged and utilised as much as possible. From sevoral territories 
very encouraging reports have been heard by the Committee on tho results 
of sucli activities ns aro enumerated herein. 

( 0 ) Native (itafts.—tfl) It is eonsidored that tho typo of organisation which 
would give tho most satisfactory results within the economic means available 
to most of tho territories, should be based on strategically placed hospitals 
staffed by one or more modicnl officers, and adequate nursing arid other’ 
personnel— and supported by outlying , dispensaries staffed by subordinate 
personnel only on which tho principal burden of the work must in necessary 
cases rest. J 

Tho sonior personnel should bo provided with ailequnte means of transport. 

In native territories the subordinate porsonnol will have to be principally 


. A great deal is boiug done in most African territories towards tho train- 
ing of natives for curative and preventive work. In some territories a 
very high degree of training is given; in others it is difficult to find a suffi- 
cient number of natives with tho general education essential to enable them 
to be trained for the more advanced subordinate health activities. In some 
territories the special difficulty is to find native females with the essontiol 
minimum education for training as nurses and midwives. It lias, however 
now been proved by experience that in every African country there is already 
a considerable number of natives capable of being trained for at least the lower 
positions in tho subordinate personnel, both in tho curative and preventive side 
of public health work, anil that ibis number is growing mid can be increased 


\ 
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and brought up to a higher standard by providing appropriate training 
institutions. Such training institutions should be intimately connected with 
the larger hospitals, so as to ensure good practical experience, and the 
training should be given by members of the staff selected for thoir fitness— 
not only in teaching their oivn subjects, but in dealing with natives. These 
institutions should have hostels at which the pupils should live throughout 
tlio period of their training. 

Similar institutions should he provided for the training of health 
personnel. 

(b) It is probable that in some territories, for some years to come, it will 
be possible to give only very elementary training to natives, until the general 
educational level is raised. But experience has shown that those so tr aine d 
have proved very valuable workers when carefully selected and when working 
under close supervision. 

(c) A very urgent need exists for the training of native women in 

midwifery and maternal and child welfare work. In several countries it 
may at present be difficult to find suitably educated women for training; 
on the other hand in a number of territories such women are now available, 
but there is a lack of opportunity for training. In countries wliero such 
women are available, it is considered essential that opportunity for training 
should he provided, and in those where no sufficiently educated women are 
at present available, endeavours should ho made to educate selected girls 
with a view to their being later trained in midwifery, maternal and child 
welfare work. • ' 

(6) European Staffs .— With regard to European public health personnel, 
it was specially stressed that the members of this personnel should be care- 
fully selected, with a view to their adaptability to the special conditions of 
health work nmang natives. It was pointed out that a sanitary inspector 
with only urban training and experience finds great difficulty in adapting 
himself to conditions in native areas where friendly persuasion and tactful 
education must take the place of forcible measures. It was generally consi- 
dered that even a specially sympathetic and tactful European sanitary 
inspector requires experience under supervision in the larger urbnn areas of 
African territories before he can be profitably sent out into rural native areas. 

(7) Missionary Acfieiftcs —^Missionary activities play a valuable rfilo in 
both curative and preventive medicine, and this side of their work should 
leeeive material support — provided it is carried out in co-operation with, 
and under the supervision of, the Government. 

"Within such limitations as may ho imposed by local circumstances, nativo 
councils and tribal authorities should "be encouraged to take a progressively 
increasing part in public health work. 
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APPENDIX 31. 

Report op the Committee on Dengue Fever. 

Cape Town, 24th November , 1932. 

This Committee was appointed at the first Plenary Session of Conference 
and required to consider the advisability or otherwise of subscription to the 
draft Convention for Combating Dengue Fever, by the countries represented 
by’ its members. 

It ivas constituted ns follows: — 
i , Dr. J. L. Gi!hs (Kenya) — Chairman. 

Dr. TV. H. Smith (Zanzibar), 

Dr. It. R. Scott (Tanganyika). 

Dr. <T. de Sousa (Portuguese East Africa). 

Dr. 6. A. Park Ross (Union of South Africa)— Rnpportour, 

After consideration of the position regarding Dengue Fever, epidemic 
and otherwise, in the countries nnmed, tho risks of conveyance of the 
disease, the conditions imposed by the Convention, and cognate matters, 
this Committee finds subscription to tho Draft Convention advisable on tlio 
part of tho countries named, and recommends tho Conference accordingly. 
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APPENDIX 32. 

Resolutions regarding transmission by Aircraft of Diseases other 

than Yellow Fever. 

1. In addition to the special application of the International Sanitary 
Convention for Aerial Navigation 1932 to Yellow Fever the Conference 
reviewed the provisions of that agreement from the point of view of the 1 
control which it provides in respect of the carriage of infection of other 
diseases hy means of aerial traffic. It did not appear that the provisions in 
question would entail on administrations responsibilities or obligations which 
would be difficult to fulfil in practice, and that on the other hand they repre- 
sent an obvious convenience and an important safeguard for public health. 

2. One of the delegates of the Union of South Africa, Dr. du Toit, 
Director of Veterinary Services, made a valuable contribution to tho Confer- 
ence on the subject of transmission of Animnl Diseases by Aircraft. 
(Appendix 27.) Although only a few of the issues raised nre primarily of 
medical concern the Conference considers that this communication, and tho 
recommendation with which it concludes, deserves the attention of tho 
appropriate International anthoritic'b. : 




